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ABSTRACT 
FAMILY SYSTEMS TRAINING IN THE PUBLIC SECTOR: 
AN ANALYSIS OF THE EFFECTS OF SYSTEMIC TRAINING ON 
MENTAL HEALTH PROFESSIONALS 
(September, 1987) 
Sergio Pirrotta, B.A. Harvard College 
Ed.M. Harvard Graduate School of Education 
Ed.D. University of Massachusetts 
Directed by: Professor John Wideman 
This study investigated the effects of a family 
systems training program on the trainees and their work 
sites after training. The program evaluated was the 
Lawrence Family Systems Training Program which operates 
within the public mental health system in Lawrence, Massa¬ 
chusetts and is modeled after a Milan model of systemic 
therapy. 
A questionnaire was distributed to 40 trainees out of 
which a respondent sample of 22 was obtained. Follow-up 
telephone interviews were conducted with a supervisor and a 
colleague of the trainee at each of four work sites to 
elicit information about the effects of the training on the 
work context. 
The Results indicated that, contrary to the 
predictions in the literature, context disturbing effects 
were reported in only 2 of 22 cases, whereas 14 of 22 
Vll 
reported some degree of context enhancing effects, as rated 
by the study's raters. Those effects were corroborated by 
the interviews with colleagues and supervisors. In 
addition, 14 of 22 respondents utilized what were termed 
Reflexive Strategies which were defined as those which 
evidenced that the trainee had applied a second order cyber¬ 
netic model of self-in-context awareness in analyzing their 
interactions with their work sites. The study found a cor¬ 
relation between the trainee's use of these strategies and 
the degree to which the training was incorporated into the 
work site in a context enhancing manner. 
A cybernetic model for training and the evaluation of 
training was suggested which could be isomorphically consis¬ 
tent with the second order cybernetic approach to the analy¬ 
sis of human systems utilized by the Milan Associates and 
other systemic theorists. 
Suggestions for future research on the effects of 
training on the mental health system were offered. 
Vlll 
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CHAPTER I 
INTRODUCTION 
This study is an examination of the effects of a pro¬ 
fessional training program which was designed to train thera¬ 
pists to do family and systems therapy within the public 
sector. The study investigates the impact of a systemic 
training experience both on the graduate's work and on his or 
her work setting in order to determine the relative effec¬ 
tiveness of the current training methods in addressing re¬ 
entry into the work place after training and to illuminate 
those issues which are encountered by trainees in the appli¬ 
cation of systemic learning to clinical work within the 
public mental health system. 
Family systems approaches to clinical work have been 
seen as fundamentally different from prevailing approaches to 
therapy. As a result, programs which teach family systems 
approaches need to be cognizant of, and be willing to address 
the question of how the trainee brings back the information 
learned into their work setting. The proposed study is a 
first step in the assessment of how, using Gregory Bateson s 
words, the "news of a difference" between the systemic and 
traditional epistemologies are perceived, understood, and 
dealt with by the trainee and the system within which they 
work. 
1 
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The study is an exploratory-descriptive investigation 
which employs both a questionnaire survey of all training 
program graduates, as well as a follow-up interview done in 
a case study model of a sample of the supervisors and col¬ 
leagues of the graduates within their work settings. The 
study was undertaken with the intent that its results would 
aid in the generation of hypotheses regarding the cyberne¬ 
tics of training systemic therapists, and would suggest a 
methodology for the examination of the ecosystemic effects 
of such training. 
Background of the Problem 
Family systems approaches to therapy have been de¬ 
scribed as not a new set of techniques or a new theory of 
treatment, but a paradigmatic shift from one way of think¬ 
ing— a linear, causal, reductionistic approach to human 
problems— to a different way of looking at human organi¬ 
zations which is termed a circular or systemic epistemology, 
(Haley, 1976; Haley, 1971; Hoffman, 1981; Sluzki, 1978; 
Keeney, 1983) . This approach has been seen as fundamentally 
different from a traditional psychotherapy, based as it is 
on new assumptions about how to understand human events, 
pathology, and change. Because of this difference, trainers 
in the field of family therapy have struggled to develop new 
tools, techniques, and processes in order to help students 
learn this circular epistemology (Liddle, 1980). 
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Much of the existing literature on training in family 
and systems therapy has focused on the development of 
training tools which address how to teach a circular, inter¬ 
actional, systemic epistemology. One of the first family 
theorists to address the question of how to train family 
therapists was Jay Haley. In his early writings Haley made 
much of the need of a whole different set of techniques to 
help teach a beginning family therapist how to think in 
terms of interactive systems instead of the internal dyna¬ 
mics of the individual (Haley, 1974, 1975, 1976). Tools 
such the use of live supervision with the supervisor ob¬ 
serving and often guiding the therapy session from behind 
the mirror were utilized and its effects discussed in the 
literature (Montalvo, 1973; Birchler, 1975; Hare-Mustin, 
1976; Haley, 1976; Tomm & Wright, 1982; Liddle & Schwartz, 
1983). Others were critical of this preoccupation with the 
technology of training and the use of the one way mirrors 
(Whitaker, 1976; Russell, 1976). 
There were other tools which were utilized in con¬ 
junction with the one way mirror and which have been dis¬ 
cussed in the literature. For example, much attention was 
given to the means of communication between the supervisor 
and the trainee-therapist on the other side of the mirror, 
i 
and these means included the use of the earphone (Byng-Hall, 
1982); the telephone (Coppersmith, 1980); in-session inter¬ 
ruptions by the supervisor (Montalvo, 1973); and calling 
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out the trainee/therapist for a consultation session, 
(Boscolo & Cecchin, 1982; Pirrotta & Cecchin, in press). 
Others discussed the use of a training team, which had been 
made possible by the one way mirror technology, and how the 
team could become part of the training and superrvisory 
process, (Coppersmith, 1980; Roberts, 1983; Papp, 1980; 
Sperling, Handen, Miller, Schumm, Pirrotta, Simons, Lysiak, 
& Terry, 1986) . 
The use of videotape in the teaching and supervisory 
process has also been discussed in the family therapy 
literature as a means of studying the interactive process of 
therapy and sharpening non-verbal observational skills of 
the trainee. Berger (1975) devoted a chapter in his book to 
the use of videotape in family therapy training. Others 
have written about videotape use in both training and to 
guide treatment, (Bodin, 1969, 1972; Tomm & Wright, 1979; 
Kramer & Reitz, 1980; Whiffen, 1982). Most recently, 
Breunlin and Douglas (in press) have discussed in detail the 
use of videotape and have proposed a model for maximizing 
the effectiveness of videotape supervision in training and 
clinical supervision. 
Another issue in family therapy training which has been 
discussed at length in the literature has been the question 
of the creation of training techniques which are isomorphic 
to the theoretical orientation being taught. Howard Liddle 
has written extensively about the need for this sort of 
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isomorphic relationship between treatment theory and 
training methods, (Liddle, 1980, 1982; Liddle & Saba, 1982, 
1983, 1985; Liddle, et.al., 1984). Haley (1976, 1980), and 
Minuchin and Fishman (1981) have also cautioned that the 
teaching of a new model of thinking required techniques 
which were compatible with that model. 
A comparison of several training approaches utilized by 
three major schools of therapy can be found in a book edited 
by Whiffen and Byng-Hall entitled Family Therapy Supervision 
(1982). In it there is a description of the training ap¬ 
proaches used by two Milan systemic programs, the provoca¬ 
tive therapy of the Rome school, and a strategic training 
program utilized by the Family Institute of Cardiff, Wales. 
Systemic epistemology and its emphasis on the analysis of 
context, the use of multi-leveled feedback, and multiple 
views of interactional reality are emphasized by Boscolo and 
Cecchin (pp. 153-156) and Tomm and Wright (pp. 211-228) . 
The use of provocative supervision in order to teach a pro¬ 
vocative therapy is discussed by Andolfi and Menghi (pp. 
181-196). Cade and Seligman (pp. 167-180) discuss how the 
Cardiff training program endeavors to teach a strategic 
approach to family treatment. 
Colapinto (1983) described the need to teach a way of 
thinking and bring about an attitudinal change on the part 
of the student rather than teaching techniques of structural 
therapy in order to help the student to acquire "structural 
» 
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glasses". Duhl (1983) devoted an entire book to the 
description of integrative approaches to the teaching of 
human "systems thinking". In that work, Duhl describes this 
kind of thinking as a "mode of seeing' ordered patterns of 
relationships, processes, and interconnectedness in and 
between objects, phenomena and people" (p 60). Her 
training methods are creative synergistic attempts to help 
trainees change their way of "seeing". 
Recently the need for more evaluative studies of family 
therapy training been recognized. Kniskern and Gurman 
(1979) described the paucity of empirically oriented, in- 
depth research on the outcome of family therapy training. 
In a coda to their final chapter on "Family Therapy Outcome 
Research: Knowns and Unknowns" in their Handbook of Family 
Therapy, these same authors called for more studies which 
look at the effects of family therapy training as well as 
the outcome studies of family therapy per se, (Gurman and 
Kniskern, 1981). Indicting the field's "empirical ignor¬ 
ance" in this area, and suggesting research based on the 
methodology they had proposed in their 1979 article, the 
authors expound on the need for such studies in order to 
prevent the next generation of family therapists from 
"blindly repeating our clinical and training errors , 
(Gurman & Kniskern 1981, p. 772). In yet another opus on 
family therapy training, the prolific Liddle (1982) also 
called the area of family therapy training research one 
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which is "most ready for creative exploration". 
To be sure, some research has been done on the re¬ 
sulting effects of family therapy training. Flomenhaft 
and Carter (1977) described how family therapy training in¬ 
creased the trainees' likelihood of seeing families as the 
unit of treatment. The Family Institute of Cardiff looked 
at the trainees' subjective views of their training experi¬ 
ence (Dowling et.al., 1983). Another similar study looked 
at the outcomes of live supervision training at the U. of 
California from the trainees' perspectives (Liddle, Davidson 
& Barrett, in press). Applying more objective measures, 
Byles, Bishop and Horn (1983) evaluated the McMaster Uni¬ 
versity Problem Centered systems training program utilizing 
the conceptual, perceptual and executive skill distinctions 
previously described by Tomm and Wright (1979). Another 
study looked at the change in the belief and action systems 
of graduates who trained in three different schools of fa¬ 
mily therapy: Bowenian, Structural, and Strategic family 
therapy (Kolevzon & Green, 1983) . More recently, Tucker and 
Pinsof (1984) have attempted to address the perceived need 
for empirically oriented evaluations of family therapy 
training. The results of that study suggest that changes in 
the trainee's behavior attributable to training received can 
be measured and the authors describe and catalogue methods 
and measuring tools to undertake this sort of outcome 
research. 
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It is interesting to note that these evaluative studies 
on the effects and effectiveness of family systems training 
are still focused on the change within the individual 
trainee, their beliefs and skills, without consideration for 
the context within which they work. It is unclear why com¬ 
petent systems theoreticians and researchers who are ex¬ 
ploring an epistemology which is by its very nature con¬ 
cerned with phenomena in context and emphasizes the eco¬ 
systems within which individual exist, would eschew those 
1 
concerns when examining the effects of systemic training. 
This epistemological oversight is particularly prob¬ 
lematic given the recent trend to bring into focus the ef¬ 
fect of the therapeutic system and the context within which 
therapy occurs as a major component of the clinical analysis 
conducted as part of the family systems treatment process. 
This trend, termed by Boscolo, Cecchin, Tomm and others as 
"second order cybernetics", emphasises the inclusion of the 
study of feedback loops between the family and the thera- 
eutic system as being of equal importance to those feedback 
loops observed within the family system per se. In this 
view, the family system is seen as being in relation to the 
therapist, the agency system, and the larger social system 
which these represent, and all pathology or change must be 
cognizant of this larger "eco-systemic" context. Although 
this would hold true of any therapeutic system, it would 
appear to be particularly true of public mental health 
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systems, as they are by mandate seen to be the arms of 
social control and intervention for the larger society. 
A few authors and clinicians have begun to examine the 
impact of family systems training on the existing ideologies 
seen to be prevailing within the mental health institutions, 
ideologies based on individual intrapsychic developmental 
models or medically oriented illness/deficit models. The 
circular and linear-causal ideologies were assumed to be 
incompatible and could co-exist within the same setting only 
with difficulty. Haley (1975, 1976, 1980), and Minuchin and 
Fishman (1981) have discussed the inherent difficulties of 
the co-existence of the two modes of thought. Liddle and 
Halpin (1978) coined the phrase "the politics of family 
therapy" in describing the tendency of the introduction of 
family therapy to unbalance the context within which it is 
introduced. Later, Liddle (1982) surveyed the literature on 
family therapy and family therapy training which focused on 
what he termed the "context-disturbing effects of family 
therapy training" (p.90). Arguing that institutions are 
inherently resistant to change, he calls for an examination 
of the repercussions of family therapy training on the host 
institutions. Other authors have written about the 
repercussions of the introduction of a family systems 
epistemology in clinical settings, (Keeney, 1979; Framo, 
1975; Tucker & Dyson, 1976; Liddle, 1978; Blount, 1985; 
Fruggeri, Dotti, Ferrari, & Matteini, 1985). Of these, 
10 
Blount and Fruggeri are the most optimistic about the 
possibility for public institutions to change and adapt to 
systemic approaches. For the others, the prediction is 
gloomy. 
It is evident that although some authors are now be¬ 
ginning to address the evaluation of training programs, far 
fewer have addressed the specific issues involved in train¬ 
ing therapists to do family therapy within the context of 
the public mental health sector. As useful as these at¬ 
tempts have been to begin to shed light on the issue, they 
do not directly address the effects on the trainee and 
his/her system especially when they attempt to apply their 
training in their work context within the public sector. 
Most of the literature that does exist addressing the 
question of family therapy training in the public mental 
health sector appears to be from outside of this country. 
Boscolo and Cecchin (1982) discovered that in the course of 
teaching family therapy in Milan, they learned from their 
students about the effects that their training had on the 
student's work and positions back in their jobs (which were 
for the most part within the public sector within the 
nationalized health services of Italy). Harris and Burnham 
(1985) described family therapy training within a public 
regional institution in England, and the strategies they 
have used to help their trainees to apply their learning to 
their "agency of origin". Broder and Sloman (1982) in 
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comparing three different training programs describe a 
Canadian program to train probation and aftercare officers 
in family therapy and mention the difficulties involved when 
training workers to be both therapeutic change agents and 
agents of legal enforcement. Fruggeri and her Italian 
colleagues (1985) , utilizing Milan systemic approaches to 
the analysis of both the patients and the public mental 
health system within which the authors worked, describe the 
ecosystemic effects of their introduction of systemic 
therapy in Modena, Italy. Like the Boscolo and Cecchin 
experience, these authors found themselves forced to analyze 
the feedback loops which led them to change their strategies 
as the larger system responded to their interventions. 
A more recent article (Pirrotta & Cecchin, in press) , 
also discusses these effects as a part of the overall des¬ 
cription of the Milan Training Program. 
Another Italian group, under the guidance of Palazzoli, 
have recently published the results of a five year project 
to transform a psychiatric service center in the small town 
of Corsico just north of Milan, into a service which ope¬ 
rates on the basis of a systemic epistemology (Covini, 
Fiocchi, Pasquino & Selvini 1984) . The authors describe the 
problems encountered in distinguishing between training, 
clinical supervision, administrative supervision, and re¬ 
search as they endeavored to implement systemic ideas at all 
levels of the organization. Palazzoli herself wrote about 
12 
the same process from the point of view of the supervisor/ 
consultant (Palazzoli, 1983). in the style which has come 
to characterize the Italian systemicists, she too concludes 
with a self-critical appraisal of the mistakes she made in 
the process of the Corsico experience, analyzing the feed¬ 
back to her interventions into the institutional system much 
as one would analyze the effects of therapeutic interven¬ 
tions in the process of family therapy. 
These studies suggest that there are significant 
contextual factors to be considered when examining the 
effects of family systems training on the trainee and on 
their work ecosystem. The Boscolo and Cecchin experience 
in their Milan Training Program suggests that these factors 
may even determine who comes to seek training and why, and 
that in turn, these reasons for requesting training may be 
quite significant in determining what the effects of the 
training are on the student and on their work site. From 
their experience, and that of the other Italian and British 
systemicists, there is a clear indication of the importance 
of looking at the student within their work ecosystem in 
order to measure the effects of training on clinical 
services. 
13 
Statement of the Problem 
Only recently, have family systems clinicians, theo¬ 
reticians, and trainers begun to address the complex ques¬ 
tions of evaluating the efficacy of systemic therapy as a 
change agent, and the even more complicated task of evalu¬ 
ating the training of family systems therapists. Still to 
be systematically addressed is the question of evaluating 
the impact of family systems therapy training on the deli¬ 
very of psychotherapeutic services. The field of family 
therapy and family therapy training has not yet responded to 
the call sounded by Liddle (1982) for an in-depth examina¬ 
tion of the effects of family systems training on the public 
institutions which form the largest portion of clinical ser¬ 
vices in the United States. As a result, there continues to 
be a paucity of information about the effects of systemic 
training on the trainee's work life within their work set¬ 
ting. 
Systems theoreticians who have addressed this question 
from a more theoretical basis have assumed that since a 
systemic epistemology is conceptually antithetical to tradi¬ 
tional, individual oriented approaches, the training of cli¬ 
nicians to work within public mental health institutions 
which have been historically oriented to the individual 
approach to therapeutic services must necessarily create 
difficulties when they attempt to apply what they have 
4 
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learned to their work. There is no empirical information, 
however, which would confirm this assumption, let alone shed 
light on the dynamics of how the trainee negotiates this 
change of context from the training setting to the back-home 
work setting. 
The few studies which address the ecosystemic effects 
of training in the public sector come from abroad and ad¬ 
dress service delivery systems which may well be quite dif¬ 
ferent from those in the United States. Overall, there 
remains a lack of information and understanding of what 
happens when clinicians return to their public mental health 
jobs with their systemic training, and how that effects 
their knowledge and application of systemic approaches. 
Purpose of the Study 
The purpose of the proposed study is to provide 
information relative to the effects of the training on the 
trainee's later work; in particular, that work which is 
within the public mental health sector. It is also its 
purpose to illuminate those problems and issues which are 
encountered when a trainee attempts to learn a systemic 
epistemology and translate it into a working methodology 
within their "back home" setting. The study is exploratory 
and open ended, seeking to have the initial data guide later 
in-depth analyses of the issues which facilitate or 
complicate the application of what a trainee learns to the 
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work setting, and the resulting repercussions on the 
trainee's own ecosystem. It is hoped that the study will 
illuminate areas of future research and illustrate some 
methodological concerns and applications for consideration 
in future studies which will look at the larger question of 
iinpact of family systems training on the service deli¬ 
very system. 
There are several areas of inquiry which this present 
study will focus on: 1) the effectiveness of particular 
aspects of the training which were found by the trainee to 
be most helpful in learning about systemic therapy and 
transposing it into their back home work settings, 2) the 
effects of that training on the trainee within his/her 
ecosystem in their place of employment, 3) the effects 
of the trainee's training on that ecosystem, and 4) the 
methodological implications for future evaluative studies. 
The major questions which are proposed for investigation for 
each of these areas of inquiry are as follows: 
1) The effectiveness of training. Did the trainee 
apprehend the theoretical foundations of a systemic episte¬ 
mology? Does their work, and the manner in which they apply 
a contextual analysis to their own clinical system evidence 
their utilization of their learning? What are the factors 
which most influence transferability of training from the 
training context to the work context? What can be done in 
the design of a training model in order to maximize the 
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transferability of skills and learning to the back home 
context? 
2) The effects of training on trainee within their work 
ecosystem. What effects does the completion of systemic 
training have on the trainee in their professional setting; 
What are the effects on their clinical work; on their re¬ 
lationship with colleagues; on their status, reputation, and 
position within the agency;, on their outlook toward thera- 
Peuffc change and toward work in the public sector? Are 
there any affective effects of the training on the trainee 
eg., do they become more or less likely to feel the effects 
of burn-out, feel more or less competent, feel more or less 
satisfied with their work or their positions in their 
agency? 
3) The effects of trainee1s training on the work 
ecosystem. What effects does the trainee's training have on 
the agency where he/she works? Do colleagues pursue similar 
training? Does the language of the setting change? Working 
method? Is the setting as a whole more or less likely to 
accept families as a treatment unit? Are new ideas brought 
in by the trainee accepted in a manner which enhances the 
work setting, or does the new thinking and methods of doing 
therapy create a disturbing effect within the staff or for 
the agency? 
4) Methodological Implications for the Evaluation 
of Family Therapy Training Programs. How can studies 
17 
evaluating the effects and effectiveness cf family systems 
training be designed to measure the ecosystemic effects of 
the training in addition to the effects on the individual 
trainee? What model of data gathering will help to obtain 
information about these ecosystemic effects and will help 
to understand the process which the work system and the 
trainee go through in integrating the information brought 
into the agency by way of the training? 
Significance of the Study 
This investigation is intended to provide useful 
information to trainers and clinicians who teach and super¬ 
vise family therapy trainees who are trying to learn a sys¬ 
temic, interactional approach to psychotherapy within the 
public mental health system by completing the cybernetic 
feedback loop of the trainer-trainee-service agency system. 
Understanding the effects of training on the trainee and on 
his/her agency will allow for the development of training 
programs and processes which better address the transfer 
of learning to the diverse contexts and work contingencies 
which characterize the work of public mental health clini¬ 
cians . 
i 
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Delimitations of the Study 
For the purposes of this study, the question of the 
efficacy of family systems therapy as a treatment modality 
will not be addressed, nor will the issue of the variety of 
schools of therapy and training program designs in family 
systems therapy be studied. The study will be limited to 
one systemic training program, the Family Systems Externship 
Training Program of the Greater Lawrence Training Institute 
which utilizes an integrated structural, strategic, and 
Milan Systemic approach to therapy and training. This 
training program is chosen because its stated philosophy is 
to teach trainees to think systemically and to apply this 
approach to their work within the public sector of human 
services. Although its training methods span the spectrum 
of structural, strategic, and Milan Systemic schools, its 
declared theoretical focus is "systemic" as defined by the 
Milan school and by other "Milan Systemic" therapists such 
as Karl Tomm, and Evan Imber Black of the University of 
Calgary Medical School, and Peggy Penn and Peggy Papp of the 
Ackerman Institute. 
Only students who have finished at least one year of 
the training program will be included in the study, and the 
interview subjects will be selected from only those who are 
working within the public sector. Within that group, the 
interviewees will be selected only from those who give 
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permission to interview their supervisors and one colleague 
within their work setting. 
Limitations of the Study 
It is the intent of the study to explore the issues and 
questions about the effectiveness and effects of systemic 
training in order to generate hypotheses and directions for 
future research. The data collected in this study are not 
meant to produce statistical interpretations. 
The study involves the examination of one training pro¬ 
gram in systemic therapy which operates within the public 
mental health system. Inferences made from the results of 
this investigation can reasonably be assumed to be repre¬ 
sentative of similar training programs. 
The questionnaire portion of the study will be sent to 
all the graduates of the program. The follow up interview 
sample is to be a qualitative exploration and the interview 
sites will be selected in a non-random, and non-representa¬ 
tive fashion on the basis of which trainees will make their 
sites available for the follow-up, whether the site is with¬ 
in the public sector, and whether access to interview the 
supervisor and colleague from the work site can be made pos¬ 
sible due to scheduling issues. These factors may limit the 
inferences which can be made from the data. But this selec¬ 
tion criteria is meant to maximize the amount of relevant 
information that can be gathered from each trainee site 
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chosen, in a "case study" sort of methodology which again 
emphasizes the intra-contextual reliability of the data for 
exploratory and illustrative purposes. 
Because trainees will have to give their permission to 
interview their supervisor and select the colleague they 
wish the investigator to interview, any interpretation of 
the resulting information must take that into consideration. 
Additionally, the researcher's influence on the trainee in 
both the interview and questionnaire responses must be taken 
into consideration as all trainees have had some sort of 
pre-existing relationship with the researcher, either as the 
administrator of the training program, or in a trainee- 
trainer relationship, or in other professional 
relationships. 
Organization of the Chapters in This Study 
This dissertation is organized in the following manner. 
The next chapter will provide a discussion of the theoreti¬ 
cal foundations for the family systems model of therapy on 
which this study is based, the Milan Model. The third chap¬ 
ter is a review of the literature which has looked at the 
effects of transferring family therapy models and family 
therapy training into the existing system of clinical care. 
The fourth chapter describes the Lawrence Training Program 
which this study evaluates. The fifth chapter will describe 
the methodology of the study and the methods utilized to 
analyze the resulting data. The sixth chapter lists and 
describes the results obtained. The seventh chapter is a 
discussion of those results, and implications for clinical 
work, training, and future research. The seventh chapter 
also offers some thoughts about the construction of a cybe 
netic model for family systems training. The last chapter 
is a brief summary and some concluding thoughts. 
CHAPTER II 
THEORETICAL FOUNDATIONS 
Organization of this Chapter 
This chapter will review the theoretical foundations 
of family systems therapy, and propose a classification of 
family systems approaches which will be utilized to define 
the realm of this current study. The first section is an 
introduction of the epistemological shift which character¬ 
ized all family systems approaches. The second section 
looks at several classificatory schemas that have been uti¬ 
lized to organize the large number and variety of family 
therapy models. The third section is an in-depth look at 
what are the basic theoretical underpinnings for the the 
Milan Model of Family Therapy, which is the model upon 
which this study is based. 
I. Introduction 
The family therapy movement of the past three decades 
has been termed a revolution in the conceptualization of 
the nature of psychopathology and psychotherapy (Watzlawick 
& Weakland, 1977) . The move was more than a shift in focus 
from the individual as the object of study and therapy to 
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the study and treatment of persons in their social con¬ 
texts. It also involved a shift in the ways that one views 
problems and problem solving, and as such, utilizing the 
concepts of scientific change outlined by Kuhn (1962), 
might be termed a paradigm shift. As it was also a move to 
understand the nature of knowing and learning in a funda¬ 
mentally different way, some have gone further and have 
termed it an "epistemological shift" (Hoffman, 1980). 
There were many different historical roots to the 
family therapy movement, and writers have traced the major 
influences of family therapy to a variety of schools and 
pockets of research and experimentation (Guerin, 1976; 
Hoffman, 1980; Madanes, 1981). Although there were many 
models of family treatment, assumptions about illness and 
health, and views of the nature and function of symptoms, 
common elements emerged among family therapists who shared 
the constructs of General Systems Theory as had been arti¬ 
culated by Ludwig Von Bertalanffy, (1955). The basis of 
this commonality was that pathology was now seen in the 
context of the family environment, and that the family was 
seen as a living system. As a living system, the family 
was seen as an organized whole which is greater than the 
sum of its component parts. The relationships within the 
family represented the organization which both defined the 
family as a whole and gave definition to the behaviors of 
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individual members. As the family moves through time, it 
changes and adapts to developmental changes from within and 
changes from the social world outside. A family's organi¬ 
zation needs to be adaptive to those changes. Family sys¬ 
tems therapists viewed pathology as springing from the fami¬ 
ly's inability to change its organization when developmen¬ 
tal change from within, or environmental change from with¬ 
out made existing organization maladaptive. 
Di-ffsrent schools of family therapy have chosen to 
focus on different aspects of these systemic properties and 
each have invented methodologies to address the change in 
the organization of the system in different ways. The fol¬ 
lowing section looks at how some writers have organize the 
field of family therapy by classifying these different 
schools of family therapy. 
II. The Classication of Models of Family Systems Therapy 
The field of family therapy has been proliferating 
with a variety of schools of treatment and methodologies, 
some better articulated and defined than others. Through 
this, the language of family therapy has become more con¬ 
fused as similarities and premature attempts at integration 
of models have created problems with terminology and ob¬ 
taining agreement on definition of commonly used terms. 
25 
Alternately, differences between models have often been 
overemphasized, thus veiling what might be elements 
thatvanous models have in common. One example of the 
confusion of nomenclature has been the use of the term 
"Systemic Therapy" as synonimous with the family systems 
therapy model developed and articulated by the Milan 
Associates. 
There have been several attempts to create classifi¬ 
cations of the different schools according to their theore¬ 
tical or methodological similarities. In editing the 
Handbook of Family Therapy, Gurman and Knirsken (1981) have 
created a classification which first differentiates family 
systems approaches from psychoanalytic, intergenerational, 
and behavioral approaches. They then further classify the 
systems theory approach into six categories. The first 
category, which they call the Interactional Approaches 
includes schools of therapy which follow the methods of the 
Mental Research Institute (MRI). The second category 
includes structural therapies as practiced by Minuchin, 
Aponte and others at the Philadelphia Child Guidance Cli¬ 
nic. The third category, called Strategic Approaches 
includes work of Haley and Madanes, the Ackerman Institute 
and the Milan Associates. These approaches are classified 
in the same category because they involve indirect or 
strategic interventions aimed at changing families in goal- 
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directed ways. Three other categories utilized by Gurman 
and Knirsken are Functional Family Therapy which is a com¬ 
bination of systems theory and behaviorism; Problem Cente¬ 
red Family Therapy which is the term used for the McMaster 
model of family therapy based on a normative model of fami¬ 
ly functioning; and integrative family therapy which is a 
model of emotional development within the family as articu¬ 
lated and practiced by Fred and Bunny Duhl. 
MacKinnon, in her 1983 article, made a compelling 
argument to separate Milan therapies from other strategic 
therapies such as the Mental Research Institute and Jay 
Haley's and Cloe Madanes' approaches. She argued that the 
Milan therapy was a new way of "perceiving and creating 
therapeutic reality" rather than just another school uti¬ 
lizing strategic techniques (MacKinnon, p.434). 
In a recent paper published in Family Process, Sluzki 
has suggested a new conceptual model to classify what he 
sees are the three major approaches based on family systems 
theory (Sluzki, 1983). Calling structural, strategic and 
systemic the "three core orientations in the field of 
therapy", he suggests that all three utilize a systemic 
model but emphasize different aspects of that model. 
Structural therapies, he suggests, view the family in 
geographical terms, mapping boundaries and hierarchies. 
Structural therapy, then, works on changing boundaries and 
hierarchies. 
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Calling strategic therapies process-oriented models, he 
suggests that these models are similar in that they look at 
sequences in repetitive interactive behaviors which per¬ 
petuate the pathology or problem. Strategic therapy, then, 
intervenes on those processes and sequences to bring about 
change. The so called Systemic models such as the Milan 
model of therapy, Sluzki suggests, are world view oriented 
models where pathological behaviors are given meaning with¬ 
in particular world views of the family, and the process of 
therapy is to help the family alter its world view and 
hence the function and meaning of the symptom. 
Miller has suggested yet another classification 
(Miller, 1983). She distinguishes family therapy ap¬ 
proaches according to three types of models: first, in 
structural hierarchical models where pathology is seen as a 
problem of the way the family is structured or of incon¬ 
gruous hierarchies. The second classification is balancing 
of homeostasis models where the assumption is made that 
systems constantly seek their own balance and homeostasis 
and are therefore naturally resistent to change. Patho¬ 
logical behaviors are attempts to return the family to a 
homeostatic balance. The third classification are models 
that look at systems within a spiral/evolutionary frame¬ 
work. In this framework, families are seen as constantly 
changing and evolving in response to their interactions 
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with other systems. Pathologies are maladaptive evolutions 
which can be influenced to change by way of therapeutic 
interventions. 
This paper offers yet another classificatory distinc¬ 
tion for family systems models which is in many ways simi¬ 
lar to that of Miller. It is suggested herein that family 
therapy models can be classified into two groups: those 
which operate on a first order cybernetic model of systems 
and that that operate on a second order model of systems. 
First order cybernetic models look at the family system as 
a separate, observable entitity upon which the therapist 
can operate to bring about a change through manipulating 
the system. For example, a structural therapist can ob¬ 
serve the family's interactions, assess the observed dis- 
functional boundaries, and restructure the family system 
through task assignements and the like. The second order 
cybernetic model, on the other hand, holds that the family 
system in therapy cannot be separated from the observing 
system, ie the therapist, because the very act of observing 
a system plays a role in defining it. Second order models 
of systemic change require that the therapist be conscious 
not only of the interactions within the family system, but 
the context in which these interactions occur. In the 
treatment process, these interactions occur in the context 
of a therapy relationship between the therapist, and who 
he/she represents, and the family. This second order 
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cybernetics model corresponds roughly to what Miller has 
called the spiral/evolutionary models of therapy. The two 
schools of therapy most commonly recognized as utilizing 
this model are the Ackerman Institute Group (Peggy Papp, 
Peggy Penn, Olga Silverstein and others), and the Milan 
Group, and its training program graduates. This distinction 
between first order cybernetic models and second order 
cybernetic models will be elaborated further in the fol¬ 
lowing sections. 
The training program which was studied for this paper 
was modeled along the lines of the Milan Associates in some 
of the distinctions it makes about systems, about episte¬ 
mology, and the nature of pathology and change. The fol- 
it 
lowing section describes the major theoretical tenets of 
this approach as defined by the Milan Associates, and as 
modified and utilized by the Lawrence Training Program 
described in the study being undertaken for this paper. 
III. The Basic Theoretical Tenets of a Milan Systemic 
Therapy. 
The underpinnings of the Milan approach to family the¬ 
rapy are found in the writings of Gregory Bateson. Utili¬ 
zing Bateson's idea that the human mind is best understood 
within the larger context of what it interacts with, they 
stressed an approach to treatment which utilizes a sys- 
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temic, cybernetic epistemology. The Milan Group's method 
of therapy and training emphasizes the notion of epistemo¬ 
logy rather than that of a clinical or empirical science. 
Following from Bateson's use of the term, the Milan Group 
chooses to focus not on what the world is, but rather on 
how we think about it, how we understand it, know it, and 
experience it. When working with families and when viewing 
human interactions, they are concerned with how the clients 
understand their existence, how they make meaning out of 
their relations with one another, their actions and atti¬ 
tudes toward each other, the problem behaviors, and the 
rest of the world around them, including the helping pro¬ 
fessionals. Similarly, from the point of view of the thera¬ 
pist, they are concerned less about what we know to be true 
about a family, and more about what we believe, think and 
observe about a family, and the meanings we ascribe to 
those observations. 
The epistemological approach as utilized by the Milan 
clinicians, focuses more on ideas and beliefs than the 
qualities of the individuals or the systems and subsystems 
made up of skin-bounded entities. What the therapist does 
with a family, the conclusions drawn from his/her observa¬ 
tions of interactions, the interventions utilized, all 
spring from the way the therapist makes sense of the pheno¬ 
mena observed. Ideas prevail over characteristics. 
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An extension of this emphasis on epistemology, then, 
is the shift of focus from traits of the individual or the 
system, to relationships and differences. For Bateson, a 
relationship is defined best through differences and human 
beings understand things best through the perception of 
differences. The human mind thinks, or develops ideas 
though the perception of differences that make a differ¬ 
ence. These perceived differences are information and 
information triggers ideas. (Bateson, 1972). 
Some of the major tenets upon which this Milan 
epistemology is based will be discussed next. 
Circularity versus Linearity in Thinking About 
Causality. An important set of concepts which is shared 
by family systems theorists is a new outlook toward the 
concept of causality. Whereas most of Western scientific 
thought has been guided by a model of linear causality, 
systems thinking assumes that behavior is informed by many 
factors which in turn then shapes those same factors in 
response. Linear causality is based a mechanistic notion 
that an event or force A will cause B, which in turn causes 
C (Figure 1.). In the medical model of psychiatric ill¬ 
ness, presenting psychiatric conditions are presumed to 
have been caused by some behavioral or intrapsychic injury, 
usually in early childhood. When seen within the context 
of an interacting system, however, behaviors exist as part 
of a relationship between two members of the system. The 
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force A in the previous example is in part determined by 
its relationship with B, at the same time that it acts on 
B. Similarly, force B will act on C on the basis of its 
relationship with C and on the basis of B's reaction to 
force A. Further, if A and C have a relationship, A's 
initial act of behavior toward B will have been in part 
determined by the A-C relationship (Figure 2.). 
Causality in systems thinking, therefore, is multiple, 
mutually determined, and circular in nature. 
Figure 1. Linear Causality Figure 2. Circular Causality 
This concept has profound implications in the family 
systems view of pathology. If C's behavior is both deter¬ 
mined by and determines A and B's behavior, C's psychiatric 
condition cannot be said to be the cause of A and B's pro¬ 
blems, nor can it be said to have been caused by either. 
By this token, blaming the individual patient for his con¬ 
dition (e.g. inadequate personality construct) or blaming 
his mother (e.g. a schizophrenogenic mother) for having 
caused the condition becomes inaccurate and unhelpful 
towards a systemic treatment. 
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In the ABC example of circular causality in Figure 2., 
one can choose to look at the forces which affect A's 
behavior toward B purely on the basis of A and B's rela¬ 
tionship with each other. This is a matter of arbitrary 
punctuation which may be helpful, in certain instances, in 
order to simplify a discussion. Or, one can view A's 
behavior toward B only in view of A's behavior toward C. 
Again, this is an arbitrary punctuation. In each case, the 
cause and effect of A's behavior is viewed in the context 
of another relationship. But the ABC system itself does 
not exist in a vacuum, rather it exists in a world of other 
relationships. Hence, even viewing the circular causality 
model of the ABC loop as a discreet system is an arbitrary 
punctuation which does not take into consideration, for 
example, A's relationship with a system XYZ; or the ABC 
system's relationship with the system XYZ, which may also 
be having some effect on A's own behavior; or A and B's 
interrelationship, and so on, (see Figure 3.). 
Figure 3. Ecosystemic Causality 
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When viewed in this manner, one can see social systems 
as existing in complex interrelated patterns with other 
systems. Aponte, De Shazer, Keeney, and others have 
adopted this view of family systems and have dubbed it an 
"ecosystemic" approach, with each system existing within 
the contest of an ecosystem. 
Circularity as Inclusive of Linearity: A Milan View. 
The Milan Group has emphasized that Bateson's view of a 
circular epistemology contains an important sublety which 
many family systems therapists overlook. The Milan Group 
holds that Bateson, in his writings, does not make a 
dichotomous distinction between a circular and a linear way 
of viewing the world. Rather, Bateson implies that both 
are frames through which to understand reality, and that 
linear views are partial views of causality, punctuated in 
a particular manner by the observer for a particular 
reason. Linear thinking represents less a straight line 
approach to causality, and more of an arc, a part of a 
circular view. Circular thinking takes into consideration 
more reflexive connections, but it too represents only a 
partial, albeit more comprehensive, view of reality. The 
representation of a causality which could be called most 
like reality would require a complexity which would cease 
to be a functional representation. Hence, writers such as 
Dell have quipped, "the system is its own explanation"-- 
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the only true representation of reality is reality itself, 
all else is an imperfect approximation. 
this Batesonian view of the concept of 
circularity, the Milan Group attempts to teach its stu¬ 
dents that the partial linear arcs can be interconnected 
into ever more total views of reality through a process of 
discussion and team hypothesizing. The resulting map of 
reality is quite different from that of the family, or of a 
single therapist working with the family. The intercon— 
nectedness of linear arcs creates a systemic wholeness. 
Nevertheless, this is only one view, one map. There are 
possibilities of other maps which may just as well describe 
the goings on in the family, although they emphasize other 
aspects and other interconnections within the family sys¬ 
tems and between the family system and other systems. This 
principle is put into practice through the Milan Group's 
team approach to the building of "systemic" hypotheses, 
which will be discussed in more depth in a later section. 
The Relativity of Truth. Another extension of 
Bateson's thinking is seen in the Milan Group's notion of 
the nature of truth and reality. Differentiating from the 
Aristotelian idea that truth exists in a perfect form, and 
must be discovered through rational process, Bateson and 
other systemic epistemologists view truth as relative and 
arbitrary, dependent on the point of view of the observer 
and the context in which the observation is made. 
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In their approach to the relativity of truth, the 
Milan team is not unique or revolutionary among family 
therapists. Family systems therapists have for many years 
spoken of the family's interactive reality as being so com¬ 
plex that the explication of events and their causality had 
to take into consideration the arbitrary punctuation which 
the therapist/observer chose to apply at the moment. 
Hence, an interactive sequence between mother, father, and 
son could be seen as mother needing to nag father to 
discipline his son because father is otherwise aloof and 
distant; or can be seen as father distancing himself from 
mother and son because mother nags and son misbehaves; or 
can be seen as son misbehaving in order to push mother and 
father to interact, otherwise they would grow distant from 
each other and endanger the family's unity. Theoretically 
the understanding of the interactive events described above 
is that all three views are equally correct in their 
partiality, and that they are determined by the interpre¬ 
tive punctuation placed on them by the observer/reporter 
in the act of reporting them. 
However, the Milan Group, following Bateson's 
thinking, takes this notion one step further. Bateson's 
emphasis on epistemology places the focus on how we know 
what we know, how we make meaning from what we perceive. 
He argued that the way in which we know is determined 
through a perception of differences. These perceptions of 
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differences become articulated only through the process of 
interaction between the person (mind), and his/her social, 
physical, and metaphysical environment. In choosing the 
title for his collection of essays, Steps Toward an Ecology 
of_Mind, this is a central concept he was illuminating. 
Mind, ie. knowledge what we know and how we know it_ 
Bateson argued, is determined only through the interaction 
of mind with its surroundings. Reality is thus a process 
of creation, wherein the mind interacts with its environ¬ 
ment, perceives differences, and adjusts to this news of a 
^ifference by reacting in a slightly modified manner. 
Giving the example of a man felling a tree with an axe, he 
describes the process as one in which the roan—axe—tree—axe¬ 
man sequence is what in effect constitutes the cutting down 
of the tree. The man, the axe, and the tree interactions 
become an inextricable whole which makes up the experience 
of the tree being cut. 
The process of learning, then, is for Bateson an 
essentially stochastic process, whereby one knows, acts on 
that knowledge, perceives the responses to those actions, 
adjusts one's knowledge accordingly, and acts again, based 
on the adjusted knowledge. This continuing sequence of 
knowing, acting, perceiving, and adjusting, makes up the 
essential element of how reality or truth becomes formed. 
Where the sequence begins and ends is as arbitrary and 
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inconsequential as the proverbial chicken and egg contro¬ 
versy. That the sequence of knowing is interactive and a 
sequence is what is critical to this point of view. 
It is an important and often overlooked point that to 
Bateson, and indeed to the Milan Group, the word "inter¬ 
active does not mean solely and exclusively social inter¬ 
actions. As Bateson describes the nature of knowing, 
interactions can be between mind and matter, mind and meta¬ 
physical matter , as well as mind and mind. Certainly the 
example he chose to make of the man felling the tree was an 
interactive sequence between mind and matter, not between 
mind and mind. Similarly when he speaks of the interaction 
between mind and information, that information can be from 
the content of a speech act from another person, or from 
the perception of an environmental barrier, or even genetic 
information; it does not have to be information only 
received from perception of social behaviors. In this 
sense, a systemic therapy model based on Batesonian 
thinking does not have to limit itself to interactive 
behaviors, as the MRI therapies and Haley's therapy did, 
but they could also conceivably be applied to the under¬ 
standing of intra-psychic phenomenon. Th<fe Milan Group, 
perhaps because of their early psychoanalytic training, 
have at times utilized this understanding to create hypo¬ 
theses in their work with a family, couple, or individual, 
which dealt, at least in part, with the interaction of 
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ideas, or of emotions, or of forces of instinct. it is not 
unusual for a Milan hypothesis, or an intervention to speak 
about conflicting ideas within an individual, or about 
feeling of sorrow or loneliness as a mediating factor in a 
family system, or even the clash between a family myth and 
an individual's loyalty to the memory of a lost loved one. 
The Milan Group has striven to further articulate this 
notion of the relativity of truth, by highlighting the pro¬ 
cess of interacting with a family in therapy as the deve¬ 
lopment of "maps" to the family's reality. These maps are 
different versions of the family's reality as co-created in 
the process of therapy, through the activity of hypothesi¬ 
zing, one of the three major principles the Milan Group has 
expoused for the conduct of a therapeutic session. 
Borrowing from Bateson's terminology, the Milan Group 
likens their systemic hypotheses to maps because they con¬ 
vey the analogy of schematic representations of the terrain 
of the family's reality as distinct from the reality 
itself. They often quote Bateson in their admonition to 
therapists never to "mistake the map for the territory", 
meaning that the therapist should take heed in not be¬ 
lieving their hypotheses to be The Truth about the family. 
To guard against this propensity, they urge the creation of 
several alternative hypotheses in the analysis of a family 
therapy session. The measure of a good hypothesis lies in 
its capacity to connect as many of the family's members in 
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a pattern which is consistant with the world view which the 
family appears to hold. if a hypothesis can offer a plausi¬ 
ble map interconnecting the key family members around the 
symptomatology, and offering an explicatory context within 
which this interconnectedness makes sense, it can prove 
useful in the creation of new information through the thera¬ 
peutic process which is meant to lead a family toward 
change. In this sense, hypotheses are not true or untrue, 
simply useful or less useful. 
Multiple Levels of Logic, of Communication, and of 
Reality. The early communications studies of the Mental 
Research Institute first illuminated the question of multi¬ 
ple levels of logic within which communication occurs. In 
their struggle to free their communications theory from the 
trap imposed by Russell's Theory of Logical Types, the Palo 
Alto group came to understand the hierarchical nature of 
multiple levels of communication, in particular the two 
levels in which they observed schizophrenic communication 
occurring. The double binding, or schizophrenogenic commu¬ 
nication contained contradictory messages, one at the con¬ 
tent level which was contradicted by another at the 
relational or command level. This second level was 
seen to be at a logical level above the content level, in 
that it defined the relationship, hence defined how the 
content of communication within that relationship should be 
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understood. Hence that level provided the context to 
understand the content of the message. 
The Palo Alto group postulated multiple levels at 
which communication occurs, but in their writing, they 
really only focus on the two: the command (or relational) 
level, and the content (or report) level (Watzlawick, 
Bavelas, & Jackson, 1967) In addition, they postulate a 
rather strict hierarchical relationship between levels, in 
that the relational level is always seen as context for the 
content level, hence always gives the content level its 
meaning. Pearce and Cronen (1980), in developing their 
Coordinated Management of Meaning (CMM) theory of communi¬ 
cation, postulate multiple levels in which communication 
occurs, and that the relationship between levels is re¬ 
flexive rather than hierarchical in nature. In the two 
level example used by the Palo Alto group, CMM posits that 
the relational level not only forms the context for the con¬ 
tent level, but simoultaneously it is being formulated, 
shaped, altered, by experiences at the content level. For 
the CMM theoreticians, the multiplicity of levels are not 
so much levels of logic, rather levels of communication. 
They postulate seven generic levels within which they see 
typical social communication occuring, although they are 
quick to admit that these are not all inclusive. Again the 
relationship between these levels is a reflexive, mutually 
influencing one, rather than a strict hierarchical one. 
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The Milan clinicians make similar distictions between 
levels of communication. Although in practice they too 
most often utilize the content versus relational level dis¬ 
tinctions in analyzing the communication within the family, 
they are also very keenly aware that the same behavior or 
the same words spoken by one member can have a variety of 
different meanings in different contexts and to different 
persons within the system. The manner in which the Milan 
utilizes this concept in practice is more clearly under¬ 
stood if one substitutes the words multiple levels of 
reality rather than multiple levels of communication or 
logic as described above. For the Milan Group, all be¬ 
havior, indeed all experience occurs simultaneously within 
multiple reality contexts. These contexts can be social 
relational contexts, historical, psychic, existential, or 
other contexts depending on the lens with which they are 
being viewed. Even within a single level, say a social 
relational level, any behavior or comment can have dif¬ 
ferent meanings depending on which level of relationship 
one brings into focus. Consider the following example of a 
family coming into treatment for a child's misbehavior and 
a parent in that family voicing a concern about the child's 
historical hyperactivity. This concern may be simulta¬ 
neously directed to the relationship between the thera¬ 
pist and the parent and read "This therapy mumbo-jumbo 
i 
won't do any good. My son is physiologically impaired ; or 
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it can be directed to the relationship between father and 
mother and read "See, these are your family's bad genes 
which are manifesting themselves in your son"; or can be 
directed at the relationship with larger systems, such as 
the courts or the social services and read as, "We are not 
the bad or abusive parents you think we are. Our son's 
problems have nothing to do with our parenting or our 
characters". All of these contexts may be present simulta¬ 
neously, and all may represent the significant reality in 
which the family is experiencing the moment. 
It is at this level of theory that the Milan team has 
made its most profound impact in the field of family the¬ 
rapy. This is because through their acceptance of the 
multiplicity of levels they have made room to understand 
not only the family system, but all the other systems which 
interact with the family system, and in particular the 
helping systems and the therapist's own therapeutic con¬ 
text. In fact, through their consultations to other cli¬ 
nics and therapeutic centers, the Milan Group has come to 
understand that it is often a situation of logical contra¬ 
diction at several levels within the family's systems and 
ecosystem which can bring a family into a crisis or an 
exacerbation of pathology. There are often times when the 
pathology is not solely within the family, but between the 
family and social service agencies, and the therapy setting 
becomes an essential component in the maintenance or 
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worsening of the problem. In other instances, the patho¬ 
logy within the helping system itself can be seen to be the 
main problem that prevents a family from changing, or might 
even create a more severe pathology than the family 
originally exhibited. This issue will be discussed further 
in a later section describing the so-called "second order 
cybernetics model of systemic therapy. 
Context and Meaning. The Bateson Project in the 
1950's was significant in the foundation it contributed to 
the development of theories of systemic change. One such 
major contribution was the articulation of different levels 
of communication. Hoffman, in reviewing the Bateson 
Project, viewed it as an attempt to "classify communication 
in terms of levels: levels of meaning, levels of logical 
types, and levels of learning" (Hoffman, 1980, p. 17). As 
mentioned previously, Bateson saw that the essence of com¬ 
munication as a human behavior was the creation of pat¬ 
terns, rules of predictability, and meaning. Using a cyber¬ 
netic approach to communication, Bateson was interested in 
how such patterns are created, or come to exist, and how 
meaning is attributed to them. 
The study of cybernetics, from the work of Norbert 
Wiener, is described by Keeney as "the science of informa¬ 
tion, pattern, form, and organization" (Keeney, 1982, p. 
154) and is guided by the examination of how a system's 
output acts on its input in order to change or modify the 
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system and hence future output. Early mathematically 
oriented cyberneticians looked at systems with a "black 
box" analogy, not concerned with the processing of the 
input, but rather on the change of the output coming from 
the "black box". When looking at human systems, however, 
because this "black box" has cognitive properties which act 
on the input, the study of how meaning is created, and how 
meaning then creates new outputs, becomes very much of in¬ 
terest to the theoretician and clinician. 
What, then, does "meaning" mean? In making the con¬ 
nection between a cybernetics of mechanisms to that of 
living systems, Bateson says that, "meaning may be regarded 
as an approximate synonym of pattern, redundancy, informa¬ 
tion, and restraint..." (1972, p. 130). But meaning like 
pattern and redundancy, must be created. Distinct from the 
Aristotelian or Classical notion of truth, where things 
have single, true meaning which must be discovered through 
the process of knowing, the new epistemology posits that 
meaning is determined by the context within which a pattern 
or redundancy is viewed. Quoting Bateson: 
If we then say that a message has 'meaning' or is 
'about' some referent, what we mean is that there 
is a larger universe of relevance consisting of 
message-plus-referent, and that redundancy or pat¬ 
tern or predictability is introduced into this 
universe by the message (1972, p.407). 
Context can be defined as the environment within which 
meaning occurs or the referent which "fixes" the meaning. 
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Again, quoting Bateson, “Without context, words or actions 
have no meaning at all" (1979, p. 16). 
The construction of meaning in social interactions is 
seen as an ongoing process much like the cybernetic study 
of input and output control. However, within humans the 
development of meaning can be determined not only by ob¬ 
serving inputs and outputs, but also by mental processes 
which construct maps of projected patterns and redundan¬ 
cies. Human beings have rules to call upon which can be 
transferred from one situation to a similar situation to 
help iri the creation of meaning. In the process of 
thinking, these rules where an input is compared to a map, 
the map is modified, and an output is produced based on 
that modified map--are in a constant state on change. In 
each social interaction, the trial and error process 
through which rules are created continues until the new 
pattern is established, or until the interaction ceases. 
The pattern thus established, and the co-created in that 
interaction, form the context for a future interaction. 
Context, seen in this way, is a map which guides the 
organization of inputs and subsequent production of outputs 
which represent the correction of "errors" or differences 
between the input and the map. As Bateson states: 
Alternatively, following up the hierarchic clas¬ 
sification of errors to be corrected by stocha¬ 
stic process or 'trial and error' we may regard 
'context' as a collective term for all those 
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h611 the or9anis® am°ng what set of 
plt®^^tlves he m^st make his choice" (1972 , 
The hierarchy to which Bateson is referring is 'what 
contexts what' or what information informs the meaning of 
the message. This also includes the notion that the 
message is both informed by and subsequently informs the 
context, in a reflexive manner. This reflexive relation¬ 
ship is described more fully in subsequent paragraphs. 
How does an organism receiving information know which 
of all the contexting events to choose in order to read the 
message correctly? Bateson speaks of messages about mes¬ 
sages, meta-messages or "context markers", which are like 
the function keys of a computer. These context markers are 
messages which state to the receiver "All subsequent commu¬ 
nication can be understood to be within this prescribed 
context". In nature, these context markers may be either 
learned, as a rat placed in a maze environment has learned 
what behavior sequences to choose from in order to receive 
the rewards; or they can be genetically fixed, as with the 
messages which wolf cubs give to each other when mock 
fighting that all behavior within a mock fight is in the 
context of play, and not survival. In human interactions, 
context markers are by necessity consensually fixed. In 
society there are many consensual context markers which fix 
how behavior within that context will be understood. He 
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gives several examples such as the air raid siren and all 
clear signal in a war. The therapist's room, the analytic 
couch, and the fifty minute hour may also be seen as the 
stock-in-trade context markers for the context of therapy. 
Although some context markers, once developed and 
spread through the society, may exist powerfully within the 
cultural consciousness of a people, and may appear to be 
unchangeable, there are many such marker which are cons- 
tantly being created and changed in the course of all 
social interactions. The process through which these 
markers are consensually agreed upon, and subsequently 
changed bears closer scrutiny, as theoretically it formu¬ 
lates a powerful agent for potential therapeutic change. 
Pearce and Cronen, in developing their communications 
theory of the Coordinated Management of Meaning (CMM), view 
the development of meaning in a similar way to Bateson's 
stochastic process. In their model, social actors operate 
with each other to create a social reality through the 
processing of information and feeding back information into 
the interaction (Pearce & Cronen, 1980). To them, meaning 
is created through action, and simultaneously determines 
and is determined by a contextual framework. They see the 
reflexivity between what serves as context and what is con- 
texted by it as an essential component for the creation of 
redundancies which allow for meaningful social relations. 
49 
To quote Cronen, Johnson and Lannaman: 
It is no longer controversial to contend that a 
message is given meaning to be reference to the 
context in which it appears. However, once the 
social scientist chooses the perspective of 
hierarchically organized systems of meaning, he 
or she must then contend with the structural com¬ 
plexities of hierarchical systems—one of which 
is the tendency for systems to exhibit 'tangles' 
or 'loops' among levels (1982, p. 91). 
Watzlawick and his associates first described these 
reflexive tangles as existing in human relations and as 
leading to problematic or double binding communication. 
This conclusion was a logical consequence of their model of 
communication in as much as 1) the model was limited to a 
two level system of relational context and content meaning 
and 2) the model prescribed a strict hierarchy between the 
two levels. As indicated earlier in this chapter, the MRI 
associates postulated that each message in a human inter¬ 
action contained two levels of communication: the "report" 
level, or the content of the message, and the "command" 
level, or the statement made implicitly or explicitly about 
the relationship within which the message is sent. "The 
former", states Watzlawick, "conveys the 'data' of the 
communication, the latter how this communication is to be 
taken" (Watzlawick, Bevelas & Jackson, 1967, p.53). To 
these theoreticians, the relational or command level was 
hierarchically superior to the content, as it was seen to 
be a metacommunication which set the context for the 
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content. The occurence of a contradictory message across 
these two levels creates a conflicts force upward from the 
content level to the relational level. This produces a 
logical tangle or confusion termed by them a paradox, which 
if repeated in the course of a human relationship, can 
become pathological. 
Cronen and his colleagues instead argue that reflexive 
relationships across hierarchical levels of meaning occur 
naturally in human communication, and do not necessarily 
constitute a problematic situation. Further, CMM theory 
posits multiple levels of meaning, hierarchically ordered 
such that each is contexted by the next, but also existing 
in a reflexive relationship with one another, such that 
what is being contexted by one level can, in certain 
circumstances, become the context for that level (Pearce & 
Cronen, 1980) . 
Cronen and Pearce have listed typical levels of 
meaning which may be seen as helpful to understand human 
communication. A discussion of those levels is beyond the 
scope of the present paper, and the reader is referred to 
Chapter 5 of Pearce and Cronen's Communication, Action and 
Meaning for more informaiton. What is significant for the 
present discussion, however, is the notion that communica¬ 
tions must be understood within more than the content and 
relational levels of meaning posited by the MRI theorists. 
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According to the CMM model, the various levels of 
meaning can be integrated by "constitutive rules", which 
define how meaning at one level defines the meaning at a 
second level, within a context which is superordinate to 
both (Cronen et. al, 1982, p. 101). An example of this 
might be the question, "How are things going?" This mes¬ 
sage has the content level of the question inquiring on the 
state of affairs of the receiver. It also has a relational 
level message which can define the relationship between the 
sender and the receiver. Let us suppose the question, "How 
are things going?" is asked by a therapist to a former cli¬ 
ent in the superordinate context of standing in a crowded 
line. If one reads that context as a social one, 
the message level of "How are things going?" defines an 
equal, social relationship of a casual nature to which a 
typical response would be, "Fine, thanks. See you later." 
However, if the context is read as a therapeutic one, then 
the meaning of the message, "How are things going?" stands 
for a statement of a therapeutic relationship between the 
therapist and the client, and an invitation to the client 
to pour out his or her problems. 
A second important type of rule which guides behavior 
in social interactions, according to the CMM model, is what 
they call "regulative rules". According to this model, 
within a given superordinate context, certain behaviors or 
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events are thought to prescribe a given subsequent action. 
The performance of that action further reinforces both the 
action rule, and the perception of the superordinate con¬ 
text. Using again the innocuous statement, “How are things 
going?" in a context of a casual social encounter, implies 
a similar response such as "Fine. And how about you?". 
This would presumably lead to a mutual leave taking without 
any serious discussion of each person's weekly happenings. 
If this indeed happens, it reinforces the assumption each 
of the communicators made that this was a casual social 
context. 
The key component to the CMM theory is that social 
reality is constructed through a constant trial and error 
process of matching inputs to one's rules, responding, and 
the other party responding in a similar matching process 
and response. The perceived pattern created from this 
series of actions serves to create rules for future inter¬ 
actions, and contributes to an individual's understanding 
of one's position within a relationship. 
The implications of this view in clinical application 
are varied. Not only does it give the clinician a view of 
how problematic relationships might be mapped, but it sug¬ 
gests several points of entry into the problematic meaning 
system to bring about change by manipulating contexts or 
If, for example, the clinician can work to recon- meaning. 
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ceptualize the superordinate context within which an inter¬ 
actional episode is viewed, it stands to reason that the 
constitutive rules might be influenced to change, thereby 
changing behavior. 
Another clinical implication of this view is that, if 
one views social reality as co-created between social 
actors, the therapeutic interaction between family and 
therapist, or family and therapy team, can be understood as 
an opportunity to help the family alter its view of the 
patterns, rules, redundancies and meanings. 
Information versus Traits, and the "Tyrranv of Lin¬ 
guistic Conditioning" . An important difference which is 
readily apparent between clinicians who have been taught an 
individualistic, intrapsychic, or illness oriented the¬ 
rapy model as opposed to those who approach therapy from a 
relational or systemic view, is the degree to which the 
former describes a case on the basis of the individual 
traits of the pathological member as well as those around 
him. This is not unique to the psychiatric world, as even 
in common parlance in our Western culture, people are said 
to own their traits, and are described accordingly. Some¬ 
one is said to be a good person, a smart person, or a 
perpetrator, a wife beater, etc.. 
In psychiatry, personality traits are expanded into 
correlated traits with a stated or implied etiology. This 
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extends not only to the pathological condition, but also to 
the characterological construct which is seen as fixing the 
behavioral patterns of the individual as well as the course 
of the pathology. For example, psychotherapists commonly 
speak of "a borderline" to connote someone who is diagnosed 
a borderline personality disorder, as a person who is 
thought to have an empty core self, perhaps combined with a 
primitive or punitive superego, and destined to be on an 
endless search through life for self-objects to incorporate 
only to later reject them on the bidding of an overactive 
superego, or because of projective fears of the annihila¬ 
tion of the self-object. One current idea is that such a 
condition is created in a person's early development 
(usually because of being brought up by needy, character 
disordered mother) , at the same age that the child develops 
the cognitive capacity to have object permanence, or at 
around 18 months of age. (Adler, 1984) 
This view is in sharp contrast with a systemic episte¬ 
mology of Bateson. Bateson sees people as acting and re¬ 
acting on the basis of their perception and understanding 
of information. To Bateson, "mind" does not reside within 
the individual, but rather within the interactive circuit 
between the brain, the body, and the social and physical 
environment (Bateson, 1972, p.317). According to him, what 
activates the mind is the perception of differences, and 
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the news of a difference constitutes information. infor¬ 
mation triggers the mind to output behavior, thus starting 
(or more correctly, continuing) a recurrent loop of action- 
feedback-reaction in relation to an object or person in the 
environment. Returning to Bateson's classic example of 
tree cutting, discussed in a previous section, the total 
system of tree-eyes-brain-muscles-axe-stroke-tree is seen 
as the locus of the mind cicuit within that action context. 
This represents a radically different view from our com¬ 
monly held notion that there is a self (the man) who acts 
to cut down a delimited object (the tree). 
The clinical implications of this epistemological 
distinction can be important. It justifies the change of 
focus of therapy from the intrapsychic make up of the 
psychic self, to the analysis of relationships between and 
among the interacting components of a system. Further, if 
the locus of the problem is no longer the psychic make up 
of the individual (for some, fixed as it was in early 
childhood development), then the individual can no longer 
be seen as the problem, nor as the cause of the problem. 
The problem can now be seen to lie within the network of 
relationships and the pattern of behaviors which become 
established across this network over time. Clinicians 
can shift their attention from the perhaps unalterable 
traits within each individual, to the perhaps changeable 
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relationships among individuals. The flow of information 
across these networks of relationships, and the meaning 
which is made from this information can become the currency 
of change. 
As stated before, it is important to remember that to 
both Bateson and the Milan clinicians, it is not simply 
social relationships which define information within a sys¬ 
tem, but also differences perceived between any elements 
within a relationship and its history. For example, infor¬ 
mation can emerge from the perception of differences 
between a person's behavior at Time 1 and at Time 2, or 
between an expectation of one behavior as prescribed by a 
belief and the perception of a different behavior in the 
actual event, or the change in a belief before and after an 
event, and so on. When doing therapy, the Milan clinicians 
are just as interested in the interaction of ideas and 
beliefs as they are in interactions among people. 
In a recent interview, Cecchin described the change 
between the early Milan model and that now practiced by him 
and Boscolo in terms of the role of beliefs as opposed to 
relationships: 
[Before] we were looking for what was the most 
important marriage in the family; we were always 
talking about bonds in the family and the con¬ 
fusion between generations. But now we are 
looking for what is the premise, the basic idea 
that keeps the family going. For example, there 
may be a premise that you have to be happy all 
the time and that no one can be aggressive or 
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?ne =an separate. We would make 
hypothesis about this premise (Boscolo, 
Cecchin, Campbell, and Draper, 1985, p. 
a 
277) . 
Epistemological mannerisms are influenced by the 
language and the structure of language with which we com¬ 
municate. Our Western linguistic structure and usage re¬ 
flects both the popular concept of mind as existing inside 
of a human being, and the linear assumptions about causa¬ 
lity in the description of events. In addition, Bateson 
has pointed out that our language is almost exclusively 
geared to the transmission of digital communication, and is 
only poorly adaptable to the description and understanding 
of relational messages or meta-messages. Relational or 
meta-level communications occur most often in non-verbal 
modes such as tone or pitch of voice, or body language. 
Early in their work, the Milan Group became aware of 
the constraints of linguistic structure and usage, and how 
these constraints presented an influence which was anti¬ 
thetical to the circular, systemic epistemology of Bateson 
they were trying to utilize in their therapy. In their 
book, Paradox and Counterparadox, they devote a brief but 
impactful chapter on what they call "The Tyrrany of Lin¬ 
guistic Conditioning" (Palazzoli et al, 1978). Expanding 
on Bateson's assertions, and borrowing from Shands, the 
Milan Group describe the counter-systemic epistemological 
errors which tend to occur under the influence of this 
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linguistic conditioning. Because of the digital nature of 
language, a person is said to own their characteristics or 
moods. It is easy to move from an emotion to a character 
description such as describing a person who shows the 
emotion of anger, "He is angry", to a character trait, "He 
is an angry person". In psychiatry, this process is almost 
automatic, hence a person who drinks repeatedly becomes a 
"substance abuser", a person who acts selfishly becomes 
"narcissitic", a person who exhibits prolonged depressive 
and manic cycles becomes "a manic-depressive". 
In describing psycho—social relations, this condi¬ 
tioning can imply a linear, causal and moralistic view of 
social transactions. People are said to act on other 
people, such as the statement "She made her mother angry". 
This statement implies a subject from where the action be¬ 
gins (she) , an object who is the recipient of the action 
(mother), and a result (mother's show of anger). Often, 
especially in psychiatry, therapists compound the problem 
by taking shortcuts with language, thus combining behavior 
into a character trait which then implies an explanation of 
all subsequent behavior. For example, a mother who exhi¬ 
bits exasperation at a continually fussing child becomes a 
"withholding, abusive parent" and all subsequent con- 
t 
ditions and behaviors of the child will be. understood to 
result from this character trait in the mother. 
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To guard against these pitfalls, the Milan Group is 
very careful with the use of language in both their therapy 
and their training. They use words such as "seems" and 
"appears", or phrases like "acts as if" or "has the effect 
of", and other similar phrases to describe the behaviors of 
family members and of the therapist being observed. in 
this manner they not only attempt to avoid making linear, 
causal implications in describing the phenomena they ob¬ 
serve, but they constantly remind themselves of the obser¬ 
ver biased interpretative tendencies which lead away from a 
systemic view of the phenomenon. 
Open, Evolving Systems, and Second Order Cybernetics. 
In the last several years, there has been a movement in the 
larger field of systemic therapy to redefine the epistemo¬ 
logy on which much of the family therapy is based. At the 
fore of this movement have been those theorists who have 
returned to the Batesonian notions of evolving systems of 
both mind and matter. Bateson, as discussed in previous 
sections of this paper, was concerned with the inter¬ 
relation of the actor and the environment in which the 
action occurs. The behavior of the tree cutter can only be 
understood in this interactional referent. When dealing 
with a therapeutic system it is therefore not plausible to 
consider the system being observed as distinct and separate 
from the system which observes it. The observation itself 
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is a process which creates arbitrary distinctions. As 
Keeney states, "The fundamental act of epistemology is to 
draw a distinction—distinguishing an 'it' from the back¬ 
ground that is 'not it'. (1982, p.156). Again, these dis¬ 
tinctions are arbitrary punctuations. In the process of 
therapy, Keeney argues, the therapist is drawing just such 
arbitrary distinctions, but this is being done while inter¬ 
acting with the very system that he or she is observing. 
"A complete epistemology of family therapy", Keeney 
concludes, "must therefore look at both how the client and 
the therapist construct a therapeutic reality." (Ibid, 
p.156) 
At around the time that the Milan Group split, with 
Cecchin and Boscolo going in one direction and Selvini and 
Prata pursuing a research direction, the theoretical view 
of Cecchin and Boscolo was marked by a significant shift in 
thinking. As Tomm points out, their early work as desc¬ 
ribed in Paradox and Counterparadox tended to view systems 
as having a stable structure, and pathology was seen as a 
desperate and maladaptive attempt to maintain old patterns 
in the face of change. The strategy of therapy during this 
phase of their work was to discover the family's interac¬ 
tional game, finding the nodal point which kept the game 
going, and to attack it with their arsenal of interventions 
to free the family from its stuckness. The therapist was 
l 
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seen to be separate from the family system, a separation 
which was enforced by the connection to the team behind the 
mirror, who could extricate the therapist from the system 
if the separateness could not otherwise be maintained. 
In the early 80's, the Cecchin and Boscolo team began 
to move away from seeing systems in this manner and toward 
an appreciation of the changeable, evolving nature of sys¬ 
tems. With this move came their aknowledgement that the 
observer/therapist cannot be seen as separate from the 
family during the process of therapy, and therefore it 
became important for them to understand the therapist's own 
interaction with the family as a part of the system being 
created during the therapy. This is what Tomm calls the 
shift from the cybernetics of the observed system, or first 
order cybernetics, to the cybernetics of observing sys¬ 
tems—the cybernetics of cybernetics, or second order 
cybernetics (Tomm, 1985,). 
Embracing this view of second order cybernetics and 
the notion of open and evolving systems, the Milan clini¬ 
cians became concerned with understanding how the observer/ 
therapist helps to co-create the reality of the family in 
the process of interacting with it. When a family comes to 
seek therapy, they might do so because their system has 
formed itself around insoluble contradictions which create 
a state of ill-being. These could be contradictions that 
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the family has with the outside world, the extended family, 
or contradictions within the family system itself, between 
various sub-groups, individuals, or beliefs within the 
family. The family can either be defining itself in need 
of help, or it can be responding to a definition by others 
that it needs help. The job of the Milan style therapist 
is to understand the nature of these contradictions and how 
the therapy system itself fits into the existing belief 
system of the family and the referring systems which may 
have directed the family to therapy. 
The Milan model of treatment tries to remain consis¬ 
tent with this view. When the family comes to therapy, a 
new system is formed; one of family-plus-therapist. The 
dynamics and behavior patterns which form around this 
system and which define this system can be different from 
what the family had experienced before. The newly formed 
system can have an effect on the family's previous struc¬ 
tures, beliefs, and behaviors. Because of this the thera¬ 
pist has a unique opportunity in the early stages of 
therapy to introduce the family to new ways of thinking 
about, and reacting to their problems. This is done in the 
process of a systemic therapy by continually forming hypo¬ 
theses about the system seen in therapy, including the the¬ 
rapist's system, and testing these hypotheses with the 
family through circular questions and other systemic inter- 
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actions. In this stage of the therapy, as the family and 
the therapist co-create a new system, the new system can 
incorporate the old system and change it, or it can itself 
be incorporated into the old and become a new loop in the 
repetitive spiral of the family's behavior and belief 
patterns, thus perhaps introducing a new level of comp¬ 
lexity and chronicity into that redundancy. This latter 
scenario occurs most often when the family's contradictions 
involve the helping professionals who can inadvertently 
help to maintain the pathology. 
The importance of the second order cybernetics view 
becomes paramount given this co-creational model of sys¬ 
temic change. The leverage for change seems to hinge on 
the therapist's ability to manage his own and the family's 
context for the interaction which they embark on. The 
therapist must understand not only what that context is in 
the eyes of the family and the helping system, but also how 
change can occur within it and how it can change to accomo¬ 
date change. 
Commenting on this process, Penn states: 
...this model is best considered as a coevolu¬ 
tionary model, for once joined in therapy, the 
therapist and family coevolve together, forming a 
new context that is wholly subject to change. 
The circular questions act as context markers 
delimiting and classifying the relationships over 
time. It is important to remember that contexts 
evolve over time. (1982, p.271) 
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In a somewhat inflammatory article appearing in Family 
Process in 1982, Allman criticizes the "pragmatists" in 
family therapy for attempting to take meanings out of 
contexts. He states: 
...a reductionistic view of systems as pragmatic 
entities in closed systems becomes another way of 
taking meaning out of contexts by viewing con¬ 
texts as separate entities rather than as part of 
the interface of multiple contexts (1982, p.45). 
The pragmatist s error, Allman implies, is compounded 
by the view that therapy and family are separate systems, 
that the therapist can view the family as a separate entity 
from his or her interactional influence on them. 
Allman describes the work of Auerswald in developing a 
"systems ecological epistemology" and he urges therapists 
to think not of altering the family or even the meanings in 
the family's belief system, but rather altering thinking of 
systems at all levels. Quoting Auerswald, Allman states: 
For Auerswald, the creativity in family therapy 
lies in setting up intervention contexts that as¬ 
sist people to shift their consciousness from a 
linear view of self to a more inclusive species 
consciousness. As a result of such a transforma¬ 
tion, persons and their contextual systems become 
part of the total fabric of nature (Ibid, p. 45). 
In order to do this, one must accept one's role as a 
therapist within a system of therapy which includes the 
family and the larger socio-political context within which 
the therapy system exists. The multiple levels of contexts 
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that Allman refers to are more numerous than the six levels 
identified by Pearce and Cronen. They would include any 
context within which a person exists in his or her society. 
Allman believes that Bateson's most significant contri¬ 
bution to science was to introduce a systemic understan¬ 
ding of the relationship between and within various levels 
of contexts. Allman states that "Bateson continually exa¬ 
mined the relationship between levels, looking at the way 
the organization was forever being transformed as a result 
of adaptations to various contexts." (Ibid, p.48). 
DeShazer, also working from an ecosystemic model, sees 
the therapy team and the family bringing about change 
together. In talking about his binocular view of the thera¬ 
peutic process, he is describing the way in which the 
family and therapy team create a new understanding of the 
family's reality. The family's view and the team's view of 
reality are seen as being isomorphic with one another, but 
different because they view the same things at a different 
angle. Through the concurrent and cooperative process of 
therapeutic interaction, the two isomorphic views are super¬ 
imposed on one another, thus creating a changed perception 
that has the "bonus of depth perception" (DeShazer, 1982, 
p.9). Often, this process involves the framing of the same 
events within an alternative frame, or context, which 
allows the family to respond differently than the previous 
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pathological' patterns of behavior. 
Similarly, Allman states: 
Many of the families we see in therapy are stuck 
within a fixed contextual meaning, viewing them¬ 
selves as determined by their contexts as if they 
are part of closed systems. Family therapy is 
successful when we as therapists can "enlighten" 
a family by helping them experience themselves as 
part of an open system with its characteristics 
of randomness, absurdity, and paradox (1982, 
p.53) . 
The very process of interacting with their reality in 
a circular rather than a linear, blameful manner, as the 
Milan group does, should eventually bring about a changed 
view, at least theoretically. 
Hoffman has creatively referred to this coevolutionary 
process of therapy as the creation of a "wild space" within 
which the family can experience their reality with new and 
different perspectives or within new and different con¬ 
texts. This notion is radically different than the struc¬ 
turalist approach to therapy, where the therapist must take 
a firm, directive stance leading the family toward struc¬ 
tural transformations, or the strategist's stance of dis¬ 
rupting the family's problematic sequences or the family 
game with any means at one's disposal. 
If one embraces the newer idea that the task of the¬ 
rapy is to co-evolve systemic realities, the question 
becomes, how do we train ourselves and other therapists to 
work and think in this way? Are the 'old' ways of training 
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still helpful in training toward an ecosystemic epistemo¬ 
logy? Once again quoting Allman: 
The question becomes how to teach trainees to re¬ 
late playfully to the absurdities and paradoxes 
of their own families as well as to their fami¬ 
lies seeking therapy. it is essential that our 
therapeutic techniques not only reflect our sys¬ 
tems assessment of contexts but also serve to 
enhance a consciousness that connects us as part 
of nature (1982, p.55). 
The training program upon which this paper is based is 
an attempt to respond to this challenge. This challenged 
is addressed not by teaching trainees to look at their own 
families of origin per se, but rather by making the 
training process sensitive to its connection with the 
larger 'consciousness' of the public mental health system 
'family' in which both the trainee and the training program 
ultimately operate. Before turning to a description of 
that program (Chapter IV) , it is important to focus on the 
issue of how a model of clinical work based on the systemic 
tenets described in this present chapter can be incorpo¬ 
rated into the existing system of mental health care. 
The advent of systemic therapy in the clinical field 
in the past thirty years has created some degree of diffi¬ 
culty between the clinical establishment and the propo¬ 
nents of the new theories and methods. The family therapy 
literature chronicles this difficulty. The following 
chapter will present a review of that literature to high¬ 
light those issues which address the problem of the effects 
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of family therapy training on the clinical establishment, 
with particular emphasis on the larger ecosystem of the 
public mental health establishment. 
CHAPTER III 
REVIEW OF THE LITERATURE 
Introduction to the Chapter and its Organization 
As indicated in the first chapter, much of the litera¬ 
ture on the effects of family therapy training has focused 
on the trainee's growth and change. Although family thera¬ 
py trainers and theoreticians have had ideas about the 
likely effects of family systems training on the trainee's 
work site, these ideas have not been systematically 
studied. This chapter will examine these ideas, and review 
the studies and writings which have attempted to address 
the question. In particular, this chapter will focus on 
the review of those few studies which have examined the 
introduction of systemic thinking into agencies and insti¬ 
tutions whether through an administrative decision or 
through the training received by one or more staff members 
of agencies which had previously not identified themselves 
as specifically oriented to a family systems theoretical 
perspective. 
The chapter will be organized into four parts. The 
first examines the ideas that theoreticians and researchers 
of family systems therapy have had about the introduction 
of systemic thinking into an agency. The second examines 
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the literature which exists describing actual attempts to 
introduce a family systems approach into an agency through 
administrative actions. The third part will examine the 
few studies which look at the effects of systemic training 
on the trainee's agency. The fourth part will cull from 
the preceeding parts those issues which form the context 
for the ideas being advanced and investigated in this 
study. 
I. The Idea of Incompatibility: Circular Versus Linear/ 
Family Versus Individual 
Both family therapy per se and systemic family therapy 
were unquestionably new, and in some ways radically dif¬ 
ferent approaches to psychological treatment when the fore¬ 
parents of the family therapy movement began to write about 
it in the 1950's and 60's. Some of the impetus of the new 
approach to psychotherapy no doubt came from disenchantment 
with psychoanalytic approaches to therapy, and from reac¬ 
tion to recurring failures of those approaches to deal ef¬ 
fectively with certain psychiatric problems, such as schizo¬ 
phrenia and severe behavior difficulties in children 
(Guerin 1976, page 3). In addition, the whole field of 
psychology at the time was in the midst of what might be 
termed an anti-Freudian identity search. The work of B.F. 
Skinner and the behaviorists which proliferated at the time 
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was an attempt to quantify and empiricize psychology in a 
manner which can be seen as a culminating point of the 
movement to repudiate the ambiguities of the psycho-sexual, 
the intrapsychic, the unconscious, and the symbolic and 
metaphoric concerns of the Freudian psychoanalytic ap¬ 
proaches to therapy. 
Family therapy came into a coherent existence in this 
historical context, and it was politically influenced, if 
not indeed infected, by the anti-Freudian sentiment of the 
times. An illustration of this sentiment can be seen in a 
brief essay by Jay Haley which first appeared in 1958 entit¬ 
led "The Art of Psychoanalysis", (Haley, 1958). This 
essay was a biting satire of the traditional psychoanalytic 
approach to therapy, which reduced therapy to a oneupsman- 
ship game between the therapist and the patient. 
Unfortunately, this sense of oneupsmanship also per¬ 
meated the field as the neonate family therapists struggled 
with the zeal of political revolutionaries to establish 
their legitimacy both theoretically, and in terms of their 
efficacy as therapists. Guerin describes a similar ideo¬ 
logical war developing even within the family therapy move¬ 
ment as those who sought to utilize analytic constructs to 
understand families clashed with the new family-as-system 
adherents (Guerin, 1976, p.7). 
The review of the general family therapy literature 
from the period between the 50's and the early 80 s betrays 
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a sense of combativeness and superiority in regards to the 
analytic world of psychotherapy. Jay Haley was the rather 
irreverent leader of this combattive stance. His cynical 
attacks on the psychotherapy establishment set a tone for 
the perception that traditional approaches were not only 
incompatible with a systemic view, but in order to 
comprehend and operate as a systemic therapist, one must 
disabuse one's self of of those linear traditional 
notions. In 1967, Haley published an essay entitled 
"Toward a Theory of Pathological Systems", in which he 
describes the change from an individual, intrapsychic model 
of psychopathology to an interpersonal, family systems 
model of pathology as a discontinuous change in theoretical 
approaches, such that the training in one does not provide 
a basis for an understanding of the other. (Haley, 1977). 
Paul Watzlawick, in his introduction to the book he co¬ 
edited with John Weakland on the studies of the Mental 
Research Institute between 1965 and 1974, states: 
It is not too difficult to see that these two pro¬ 
cedures [linear versus interpersonal] will differ 
to the point of incompatibility and that what may 
be the most appropriate and correct course of 
action for the one may be tabooed for the other. 
What is not equally apparent is that these 
incompatibilities are the direct result of the 
discordant and discontinuous nature of the two 
epistemologies underlying the two procedures and 
not—as is often and naively assumed—of a more 
or less correct view of the nature of the human 
mind. Or, to borrow Einstein's famous remark: 
"It is the theory that determines what we can 
observe." (Watzlawick & Weakland, 1977, p.xiv). 
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Although this view is far more tolerant of traditional 
approaches to treatment than Haley's, and attempts to 
depict a systemic, interactional approach as being 
different, not necessarily more correct", there is still a 
clear statement of the incompatibility of the approaches, 
based on what is seen as a generic difference in the 
theoretical underpinnings of both. From this incompati¬ 
bility , it was clearly only a small step to the assumption 
that one either thinks systemically and interactionally, or 
one doesn't. 
In a presentation to a group of psychiatric nursing 
students and faculty at the Boston University School of 
Nursing in 1983, Barry Dym, a former instructor at the 
Boston Family Institute and the Kantor Family Institute, 
described the comparison of family systems approaches to 
traditional individual approaches as not comparing apples 
with oranges, but more like comparing apples with broccoli— 
they simply are to be seen as different and not to be 
served up in the same course. Once again, the theme of 
incompatibility and difference is emphasized. 
In his book, Problem Solving Therapy, (1976) , Haley 
devotes a chapter on the training of family therapists. 
Within that chapter, he sets out to compare two diametri¬ 
cally opposite approaches to training, dubbing one 
"Orientation A" and the other "Orientation Z". It is only 
thinly disguised that the dichotomy he is arguing for is 
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between the traditional approaches to psychodynamic therapy 
training and a problem solving, strategic family systems 
approach to therapy (Haley, 1977). Yet these distinctions 
appear forced, as he attempts to sell the strategic model 
with the same zeal of a television commercial comparing 
brand X with the advertized brand. 
This either/or dichotomy seemed to not only permeate 
the early family therapy literature, but also set the stage 
for what was later described by Liddle as the "context 
disturbing effects" of family systems therapy training on 
the trainee's work site. 
II. The Establishment of Family Systems Approaches Within 
Mental Health Clinics 
One of the first chronicles of the struggle to incor¬ 
porate a family systems approach in a public mental health 
center was written by one of the forefathers of the family 
therapy movement, James Framo. A psychologist with indivi¬ 
dual psychoanalytic training, Framo was one of the early 
pioneers of family therapy and coauthor with Boszormenyi- 
Nagy of Intensive Family Therapy, (1965), a psychodynamic/ 
systems approach to treatment of families. During the 
height of the federal NIMH funded Comprehensive Community 
Mental Health movement, Framo was invited to write a grant 
proposal to fund a family unit in an existing Comprehensive 
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Community Mental Health Center in Philadelphia. In an 
article entitled Chronicle of a Struggle to Establish a 
Family Unit Within a Community Mental Health Center", 
Framo outlines the difficulties encountered in convincing 
the federal, state, and local authorities and the center's 
administrative staff of the efficacy of his plan. In his 
conclusions about the experience, Framo voices the opinion 
that a family approach and an individual approach cannot co¬ 
exist within the same agency. Quoting Framo: 
I have serious question as to whether a systems 
model of therapy can be mixed or intergrated with 
an individual-illness model...I believe that the 
premises, philosophy, and orientation of the two 
models are too different for a marriage to oc¬ 
cur...When some of the full implications of the 
systems viewpoint become apparent—in terms of 
their effects on diagnosis and treatment proce¬ 
dures, admission policies, status, and so forth-- 
establishment mental health finds it too threat¬ 
ening (Framo, 1976, pp. 36-37). 
However, the key to understanding the difficulty he 
encountered can be found imbedded in another self-critical 
short sentence in his conclusion to the article: "Possibly 
I could have been less doctrinaire and more tolerant of 
traditional ways of helping people, and not so embued with 
a self-defined sense of revolution" (Ibid., p. 37). 
Within this brief self-examination, one can see that the 
intolerance ascribed to the "establishment" in the previous 
quote was matched symmetrically by the author's own intol¬ 
erance of other approaches. 
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Another administrator of a community based mental 
health system, Andrew Selig, in an article entitled "the 
Myth of the Multi-problem Family", outlined difficulties 
which in his estimation prevented existing agencies from 
accepting a pro-family point of view. The three difficul¬ 
ties he cites are 1) that professional training overem¬ 
phasizes an individual orientation, 2) that existing agency 
values and organizational structures work against the 
treatment of families, and 3) the general public's view, 
based on the Protestant Ethic, tends to define the problem 
as within the individual (Selig, 1976, pp. 529-530). His 
conclusion is that the delivery system itself must change 
in order to become more interpersonally and family network 
oriented before problems such as the so-called "multi¬ 
problem" family can be addressed in a coordinated 
fashion. 
The Framo experience is contrasted by the experience 
reported by Blount in his 1985 article describing the deve¬ 
lopment of a systemic approach within a community mental 
health program in Western Massachusetts (Blount, 1985). As 
the director of his agency, the author describes the con¬ 
struction of a program for day treatment services and for 
outpatient services which is based on Bateson's epistemo¬ 
logical premises and his understanding of the four levels 
of learning (Bateson, 1972) . The key to the agency s suc¬ 
cess was seen to be the ability to translate the systemic 
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epistemology to the context of the deinstitutionalization 
within a state government funded system. Relying on an 
organizational pattern which stressed a team approach, the 
Crossroads model described by Blount incorporated a social 
learning model where behaviors learned within the day treat¬ 
ment milieu (seen as corresponding to Bateson's Level II 
learning)* , were constantly monitored and challenged by 
the simultaneously relational logic of the team of profes¬ 
sionals staffing the center, (seen as corresponding to 
Bateson's Level III learning inputs). In this way, the 
epistemological premises of Bateson become molded to what 
is the major socially mandated function of the day 
treatment program, i.e. the re-socialization of the 
formerly institutionalized patient. Systemic therapy, as 
has been described and defined for the treatment of 
families, has in the Crossroads day treatment model been 
used as a metaphor for the invention of a new treatment 
methodology which is adapted to the needs of the 
deinstitutionalized population. 
The Crossroads model also has utilized sytemic ap¬ 
proaches to their outpatient treatment. There too, the 
team approach has been incorporated into the administrative 
structure in a way that attempts to be consistent with 
* For a description of Bateson's levels of learning, see 
"The Logical Categories of Learning and Communication m 
Steps to an Ecology of Mind, 1972. 
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Bateson's epistemology. By focusing on the relationship 
established between the family or individual, and utilizing 
a problem oriented approach to the definition of pathology, 
the model attempts to use the assessment phase of the 
cli-nical contact as a time to re-formulate the presenting 
problem into what Blount calls "a usable and workable 
systemic definition" of problem development and resolution. 
The team oriented organizational structure offers the cli¬ 
nicians a continuing opportunity to refine and rework their 
premises about the presenting problems, as the therapist is 
doing isomorphically with the client. 
Blount does not dwell on the question of how this 
change toward a systemically oriented center was brought 
about. He does state that a training program in systemic 
family therapy was instituted within the agency and that 
all staff participated in systemic training which involved 
a treatment/training team doing clinical work under live 
supervision (Blount, p. 150). Clearly, too, the driving 
force toward the change of the Crossroads agency, as in the 
case of Framo1s efforts, came from the hiring of a systemi¬ 
cally oriented administrator, in this case Blount. Change, 
then appears to have come down from the hierarchy, and the 
organizational structures and values which supported the 
change were legislated and reinforced from within the 
agency's administration. 
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The results of the Crossroads experiment appear to 
have been significantly positive within the agency. However 
the author alludes to continuing difficulties in dealing 
with outside agencies, funding sources, and the expecta¬ 
tions of their client population (Ibid, p.160). Blount 
does include a self-exhortation that the agency avoid 
isolating itself in its efforts to maintain its inno¬ 
vations, but is not specific on the agency-larger system 
relationships and his agency's attempts to monitor them. 
Several studies, conducted in Italy, have sought to 
illuminate the issue of the effects of introducing family 
systems approaches into the public mental health system and 
have shed some light on the process of relational change 
between the agency, the clients, and the larger systems in 
the course of the transition from the traditional to the 
systemic approaches. Castellucci and her colleagues report 
on a study conducted in Bologna, Italy which followed the 
establishment of a transitional living community on the 
grounds of a state mental institution which was to be a 
halfway point toward the deinstitutionalization of chro¬ 
nic, long term hospitalized mental patients (Castellucci, 
Fruggeri, & Marzari, 1985). The transitional center was 
developed by the authors, who were graduates of the Milan 
Center's training program, and was based on several prin¬ 
ciples of systemic thinking as articulated by the Milan 
Group as well as ideas drawn from other European and 
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American cyberneticians. 
The researchers began with a systemic analysis of what 
constituted chronicity and institutionalization. They 
concluded that adaptation to institutional living required 
the obliteration of messages of differentiation and indivi¬ 
dualization within the patient, hence the process of re¬ 
entry would require the establishment of a new context 
which was conceptually separate from the context of the 
institution, but proximal in other ways so as to allow for 
a gradual transition. By thus understanding and control¬ 
ling the messages they gave to both the clients and the 
institutional staff, and by constantly monitoring and analy¬ 
zing the feedback they received from them, the research 
team strove to introduce a new context, new contextual mes¬ 
sages, and new definitions of the relationships between the 
clients and staff, clients and institution, clients and 
families, clients and outside community, etc.. Examples of 
this process include the selection for a building separate 
from the hospital but still on the hospital grounds as the 
setting for the program; the decision to call the program a 
residence rather than a center, and the clients guests 
rather than patients; the decision to structure the living 
space so as to maximize the guest's freedom of choices and 
approximate independent living situations. Feedback 
behaviors were monitored and re-defined to be consistant 
with the goals of increasing autonomy rather than 
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obliterating differentiation. 
Significantly, in this study the researchers were 
conducting research simultaneous to their clinical inter¬ 
ventions. They utilized a systemic/relational theory to 
guide their work in the deinstitutionalization process, as 
well as to guide their reading and understanding of the 
resulting effects of their interventions. Their 
interventions, though guided by systemic analysis, were 
conducted through the vehicle of concrete services which 
were compatible and consistent with the role of a case 
management unit designed to help the patients to make the 
transition from the hospital to the community. The 
researchers used interventions which on the surface were no 
different from those of other case workers, but which were 
redefined to be more consistent with the goals of changing 
the meaning of chronicity from total dependence on the 
hospital to semi-independence within a larger system of 
professional and non-professional relationships. 
A similar study was conducted by a research team in 
Northern Italy, supervised and guided by Mara Selvini 
Palazzoli (Covini, Fiocchi, Pasquino, & Selvini, 1984). 
This study followed the deinstitutionalization process of 
chronic mentally ill patients from the state institution in 
Corsico, Italy, just north of Milan. The study, published 
in Italian, was an attempt to introduce a systemic view to 
the process of deinstitutionalization through the case 
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management of the patients by workers who worked as a 
systemic team. Hospital workers were trained to become 
case managers and oversee the patient through the tran¬ 
sition into the community and their maintenance in the 
community. Their training was a systemic training, and as 
part of the study, they met weekly as a team and were 
supervised by Palazzoli. 
As in the Bologna study, the Corsico researchers 
attempted to introduce a systemic analysis to the role of 
the case manager, rather than invent a new role, or rede¬ 
fine the role. The case managers were not taught to do 
family therapy, nor therapy for that matter; they were 
merely encouraged to analyze their clients' behaviors, 
requests, and interactions from a systemic/relational 
perspective, and to gauge one's interventions as case 
managers within the same perspective. 
The Corsico study was a longitudinal study which was 
begun in 1979. In their report of their findings, Covini 
and his colleagues chronicle the difficulty which the 
research/intervention team had in transposing a private 
family therapy institute model and assumptions on the 
public psychiatric hospital setting, as well as the dif¬ 
ficulties in the creation of a smoothly functioning inter¬ 
disciplinary team. The team came to the eventual reali¬ 
zation that in order to function within the public psychi¬ 
atric hospital setting, they had to abandon several assump- 
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tions implicit in their family therapy model and make peace 
with the necessary dual role as both regulatory agents for 
the behavior of the patients, and therapists moving to 
change the relational reality of the dependent patient. 
They also report on the confusion which the multiplicity of 
roles brought to their work, as the researchers blended the 
functions of change oriented therapy, regulatory case 
management, research, and systemic training of staff, all 
in a simultaneous effort. The difficulty which they 
encountered in making changes was attributed in a large 
degree to this confusion of roles. 
The successful integration of systemic thinking within 
the public mental health service was reported by Fruggeri 
and her colleagues in a longitudinal study done in Modena, 
Italy (Fruggeri et al, 1985). Fruggeri, who also was 
trained by the Milan Group, and was a chief collaborator in 
the Bologna study, teamed up with several systemically 
trained colleagues in an attempt to explore how systemic 
analysis could be introduced within the public mental 
health sector in Italy. 
The Modena researchers found that their initial 
attempts to introduce systemic thinking to the community 
mental health center was guided by the model of family 
therapy learned in the private institute of the Milan 
Training Program. Their initial work was characterized by 
a response of "no, but" (rejection) to the requests for 
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service by clients and referral agents. A client 
requesting individual therapy would be told that they would 
have to bring their family for treatment instead. By 
reading the feedback they received from their colleagues, 
referring agencies, and clients to this radical and 
dissonant attempt, they modified their approach to work 
within the existing services. They discovered that by 
accepting the request and responding with a "yes, and" 
(acceptance-redefinition) response, they could be more 
influential, less dissonant, and still be systemic. For 
example, a client's request for psychotropic medication 
would be accepted, responded to, but redefined as giving 
the client some temporary relief from confronting their 
real problem. This approach was seen as responding in one 
way on the content level (with the "yes" part of the 
statement), but in a different way at the relational level 
(by creating the definition of what the intervention really 
meant). The researchers saw this as a necessary 
modification of their own reality by their interaction with 
the existing reality of the service system, thus producing 
a third version of reality, one which was more amenable to 
therapeutic change. Over time, the work system in Modena 
began to incorporate some of the changes introduced 
by the systemic team, and direct requests for family 
therapy began to increase (Fruggeri et al, 1985). 
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These reports indicate that the success of integrating 
systemic approaches into existing public mental health 
settings is dependent on at least the following factors: 
1) the ability to work within the existing job role 
definitions in the agency, 2) the ability to create 
interventive strategies which accept those roles, but 
redefine the meaning of the relationships, 3) the ability 
to read the feedback from the setting and adjust one's 
interventive style and methodology to it, and 4) the 
patience to allow an evolutionary process to occur which 
adapts the desired changes to the existing ethos of the 
site as well as the site's working relationships with other 
sites. 
III. Existing Reports of Studies and Experiences on the 
Effects of Systemic Training on the Trainee's Work Context 
This section will be divided into three sub-sections. 
The first will be a review of literature of the effects of 
generic family therapy training on the existing insti¬ 
tutions. The second sub-section will describe the expe¬ 
rience of the Milan Team in their early years of training, 
and the effects that they observed from their trainees 
experiences. The third sub-section will describe other 
reports and studies of the effects of context contingent 
systemic training on the trainees' agencies. 
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A. The Effects of Family Therapy Training on Insti¬ 
tutions . 
Liddle and Halpin, in a paper presented at the Annual 
Meeting of the National Council on Family Relations in 
1976, described the political difficulties encountered in 
teaching and in learning a family therapy approach in an 
academic setting (Liddle & Halpin, 1976). The same authors 
in a later extensive review of the family therapy training 
and supervision literature utilized the term "the politics 
of family therapy training", in cataloguing several other 
authors' experiences of difficulties in transposing sys¬ 
temic thinking into existing mental health settings (1978, 
p. 87). They concluded that: 
Living systems, such as families, hospital en¬ 
vironments, school systems, academic institu¬ 
tions, and community mental health clinics are 
naturally resistant [emphasis added] to the pros¬ 
pects of change. When the status quo is threat¬ 
ened by the introduction of new data or stimuli, 
the system reacts to minimize the effects of such 
an intrusion (Liddle & Halpin, 1978, p.87). 
These authors conclude with a suggestion that training 
programs in family therapy prepare their graduates for the 
"less than enthusiastic reception some of them will 
receive" (Ibid. p. 87). 
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B. The Milan Center's Experience in the Training of 
Therapists. 
In the early years of the Milan Center, the clinical 
work of the Milan Team was much like that described in the 
book Paradox and Counterparadox. (Palazzoli, Boscolo, 
Cecchin & Prata, 1978) . The two men of the original team, 
Gianfranco Cecchin and Luigi Boscolo began to offer a 
training program which was meant to help therapists learn 
the family therapy model which had been articulated by the 
team in that book. The early training program was designed 
to teach therapists how to apply a systemic epistemology in 
doing family therapy in the treatment of psychiatric 
disorders. 
At that point in time, the Milan Team had an idea that 
family systems got stuck into pathological patterns of 
behavior which would repeat themselves, grinding the family 
deeper and deeper into redundancies out of which they could 
not climb. These behavioral patterns were seen to be mani¬ 
festations of rigid rules of behavior which guided the 
family's interactions with each other and with outside sys¬ 
tems. Trainees were taught to view the pathological family 
as a rigid system wherein the members were stuck in never 
ending interactional "games" around the symptomatology of 
the identified patient. The task of therapy was to analyze 
the family, learn its game and the position each of the 
88 
family members played in it, to learn those aspects of the 
"game" which maintained its rigidity, and finally to devise 
counter moves to, in essence, trick the family into be¬ 
coming unstuck by changing their own games. The training 
introduced the trainees to the arsenal of interventions at 
their disposal in this counter action. 
During this early period, students were coming to the 
Milan Training in order to learn to be family therapists. 
The training therefore introduced the Batesonian 
epistemology on which this therapy was based and emphasized 
those techniques and methods of systemic analysis and 
intervention developed by the Milan Team's years of 
clinical work and research. The method which was taught 
was to do family therapy for the treatment of psychiatric 
disorders by bringing in all the significant members of the 
family, by doing therapy as a team, with a one way mirror, 
and whenever possible, a videocamera. These artifacts of 
the methodology were seen to be important in order to 
preserve the circular epistemology on which the approach 
was based. The focus on the family and the team and mirror 
technology was seen as a way of avoiding linear thinking, 
and the videocamera was a way of reviewing behavior to seek 
out redundancies and analogic communication. 
A therapeutic technique was taught which prescribed 
that the therapy session be divided into five parts: a pre¬ 
session planning discussion, an interview with the family, 
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an intersession during which the therapist held a hypo¬ 
thesizing and strategizing discussion with the team, the 
delivery of an intervention or prescription to the family, 
and finally a post session discussion. During the inter¬ 
view, students were taught to make use of an interviewing 
technique called circular questioning which was designed to 
tease out the relational position of each player within the 
family's game and create a map of the family's system. 
Interventions which the trainees learned to use were all of 
those which had been utilized by the Milan Team during 
their years of clinical work and included the use of 
therapeutic paradox through positive connotation of the 
system and the symptom, prescriptions of the symptom, 
strategic statements reframing the symptomatology within 
the context of the family's relational system, ritual 
prescriptions of behaviors designed to behaviorally empha¬ 
size the messages delivered through the team's interven¬ 
tions, and other strategic statements introducing inter¬ 
connectedness of behaviors to the family (Boscolo & 
Cecchin, 1982). 
After a few years of this training experience, the 
trainers of the Milan Team began to notice some unexpected 
negative consequences of their training on their students. 
The Center's students began to return to the Center with 
reports of treatment failures and disappointments. In some 
cases, the students' experiences were near disasters, as 
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attempts to introduce this kind of therapy within their own 
working contexts in the public mental health center and 
psychiatric units in hospitals had resulted in stirring up 
the wrath of co-workers, the administrators of these 
places, as well as the clients themselves. Many had faced 
the ridicule of colleagues and disciplinary action from 
their superiors not only for treatment failures, but also 
for what was seen to be unorthodox and perhaps dangerous 
conduct in the therapeutic contact with the patients and 
their families. 
The training team was forced to re-examine its program 
on the basis of this feedback. It became clear to them 
that they had made a major epistemological error. In their 
attempt to impart to their students that very family the- 
\ 
rapy technique which had been so successful for the Milan 
Team's clinical work for so many years, they had overlooked 
the fact that their technique had been developed within a 
context which was quite different from the context of ser¬ 
vice within which the students worked. The Milan Center is 
a private clinic, staffed by well known and respected psy¬ 
chiatrists who are recognized as experts in the field of 
family therapy. All the cases referred to that setting are 
referred after a history of treatment failures with tradi¬ 
tional treatments, and are sent by professional colleagues 
who respect the work of the Milan Team (although they might 
not necessarily understand it). Further, being privately 
91 
funded, with no administrative or political ties to any 
other institution, the Center is accountable only to its 
clients and to itself, and not any governmental or insti¬ 
tutional entity. 
In contrast, the students typically worked as line 
therapists or doctors within public mental health faci¬ 
lities or hospitals, or as social workers or school psy¬ 
chologists or consulting psychologists for a variety of 
public institutions such as public health centers, schools, 
special education collaboratives, and the like. They most 
often were workers with positions low in the organizational 
hierarchies of their institutions, and often accountable to 
many (and sometimes conflicting) institutional, political, 
or administrative forces. The definition of the client's 
request for service, the definition of the clinician's 
role, the definition of appropriate outcome and expec¬ 
tations, and the definition of who is allowed to decide 
what should be done and how it should be done, were all 
questions which in the trainees' work settings had a 
variety of different, confused, and often contradictory 
answers. These were certainly quite different work set¬ 
tings than the one defined by the Milan Center. A parti¬ 
cular kind of therapy as innovative and different as sys¬ 
temic family therapy, with its radical perspectives and 
interventions took on very different meaning when trans¬ 
posed to each of these different contexts. 
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At this same time, the Milan Team was undergoing some 
radical changes in its own thinking about systems. 
Stimulated by continued study of Bateson's writings, the 
Milan trainers were beginning to alter the focus of their 
analysis of systems. Until this point, the Milan clini¬ 
cians had seen the therapeutic process as the therapy team 
observing the family system in order to understand it and 
act upon it. The ideas of working as a team, of the mir¬ 
ror, of circular interviewing, and of utilizing systemic 
analysis to describe the family's interactional map, were 
inventions to try to insure that the therapist could 
remain separate from the family being observed. The inter¬ 
vention was also seen as an insertion of a change-inducing 
informational unit by the therapeutic team into the patho¬ 
logical system. This sort of analysis and approach was 
later labeled by them as "first order cybernetics". 
Through a re-reading of Bateson's work, the Milan 
clinicians began to shift their focus to not only the 
system being observed, but the context of that observation 
itself, hence the observing system as well. Whereas in 
first order cybernetics there is a distinction arbitrarily 
drawn between the family and the therapist as though they 
were two distinct systems, the Milan clinicians began 
instead to see the family in the context of the therapist's 
interaction with them. In short, they saw this as the co¬ 
creation of a new reality. This new reality involved a 
93 
second level of observation simultaneous to the first, 
i.e., the observation of the system created by the 
therapist/family interaction within the context of the 
therapeutic encounter. This second order of observation is 
termed by the Milan Team as "second level cybernetics", and 
its use by the Milan Team is described by Tomm in an 
article entitled "One Perspective on the Milan Systemic 
Approach: Part I" (Tomm, 1984) . 
This shift in their theoretical understanding of sys¬ 
tems, coupled with the feedback they were receiving from 
their trainees' experiences in the field, led the Milan 
trainers to begin to focus on the contextual effects in 
making meaning from phenomena, and on observing the 
observer (in their case the therapist) in the process of 
interacting with the family in the therapeutic context. 
They began to redefine their training mission as that of 
teaching their trainees to think systemically regardless of 
their contexts. The analysis of one's own work context 
became a prime concern in the training. Instead of simply 
studying the interactional patterns of family members, they 
began to teach their trainees to consider the feedback 
loops developed between the interviewer and the inter¬ 
viewees, or between the worker and the client. 
This shift brought about many other changes in the 
training process. The family therapy component of the 
training began to be deemphasized in favor of examining the 
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feedback brought by trainees from their work experiences. 
The family therapy clinical time was redefined as one 
example of the application of systemic thinking within a 
private family therapy setting. Students were discouraged 
from directly transferring the methods and interventions 
being observed within the Center to their own work sites 
and rather were encouraged to explore different ways to 
apply systemic thinking to their work. The Montisola 
Conference held in June of 1980 invited trainees and former 
trainees of the Center to present papers on that theme, and 
was entitled "The Systemic Approach in Diverse Contexts" 
Montisola, 1980). 
The success of that conference and the changes which 
the Milan Team were making in their thinking about systems 
led them to question their training program. They began to 
question if their training based on seeing families within 
the private therapeutic context of the Center was the most 
useful way to teach systemic thinking. They began to 
wonder if their teaching ought to be done by teaching and 
working within the public mental health centers and hospi¬ 
tals where their students were working. They tried this 
approach by teaching in Modena public mental health ser¬ 
vices for a period of time. 
It soon became clear that this was not effective, for 
they were only creating a new context, that of expert 
family therapists coming to work and teach in the public 
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clinic. Although the purpose of the Modena experiment was 
to have people bring them the usual cases that would 
normally be seen within that setting, the encounters would 
become like workshops, where the toughest cases were saved 
for consultation, and interventions of the Milan therapists 
took on a special meaning. This experiment was abandoned 
when the Milan clinicians realized that their students were 
more able to devise new solutions for their own work set¬ 
tings on their own, and that their presence only created a 
new context, totally unlike that which existed when they 
were not present. 
From this experience in Modena, the Milan team decided 
that it was not necessary nor useful to try to change their 
work context in order to train students to think systemi- 
cally. They returned to the training in their own Center 
and began to emphasize the specialization of doing family 
therapy in a private context, exaggerating the differences 
in the eyes of the students, and giving them the message, 
"Don't do what we are doing. Look at what we do, examine 
it, study it, but do not imitate us". They concluded that 
family therapy is only one of the instruments for beginning 
to understand the human condition, and is one of the most 
effective instruments for beginning to understand how to 
intervene in human systems. Because the family is one of 
the human systems which is most accessible to observation 
and treatment, and because there is already a tradition of 
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family therapy, the study of family therapy is a useful one 
in trying to understand about systems. 
The Milan trainers noted that the requests of students 
who came to seek to be part of the training began to 
change. Prior to this time, the students appeared to be 
coming to Milan seeking to impove their positions in their 
work place by changing their roles, and becoming family 
therapists. The Milan trainers hypothesized that this was 
in essence a "pathological" solution on their part to 
escape their own work systems or work situations wherein 
they felt themselves to be ineffectual, low on the 
hierarchical ladder, or ostracized by senior workers. By 
obtaining the training in family therapy in Milan, the 
trainees inadvertently increased their scapegoated position 
within their own work systems, as they brought to those 
settings radical ideas which were likely to create 
suspicion and increase their isolation. 
With the Milan Center's new emphasis on the analysis 
of context, the trainees began to study how systemic 
thinking could be incorporated in the provision of the same 
sort of service they had provided before. The Milan Team 
began to emphasize that in order to be therapeutic in one's 
work, the worker's role and position within their own place 
of work had to first be accepted as part of the information 
of that context. From this initial acceptance of one's 
position, the worker can then begin to make changes in the 
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way that system works, through the delivery of the service 
which that agency is mandated to provide. For example, the 
social worker who comes from a social service agency is 
mandated by Italian law to provide a whole range of public 
assistance, as well as socio-psychological interventions. 
Rather than refuse to provide those assistential services 
by becoming self-proclaimed family therapists, trainees 
began to use the very assistential interventions in 
strategic ways which would impact on the family system of 
the client. Of course, this was meant to be done only in 
those instances where the client's request for assistance 
was seen to be a part of a more complex need which involved 
psychiatric or social adjustment problems. 
The students' request in applying for the Milan 
training has now appeared to change to reflect the Milan 
group's change. Few come to become family therapists per 
se. Most come to learn to be more effective in their work, 
though, to be sure, many still do eventually begin to carve 
out spaces for themselves within their work setting to 
experiment with team therapy, and with seeing families in a 
therapeutic context. Work sites that were visited by this 
author usually sported newly installed mirrors, and video 
equipment which often were only used for several hours per 
week for family interviews, while the rest of the worker's 
time was devoted to the usual roles assigned to them. 
However, from what was observed, these few hours of 
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team work with like-minded systemic workers seemed to 
function like inservice training laboratories for systemic 
thinking for the participants. 
— The Effects o£ a Context-oriented Systemic Training 
Experience. 
Several important efforts to analyze the institutional 
context and the effects of systems training on the 
trainee's agency were done in England. Harris and Burnham 
reported their efforts to institute a family systems 
training program both within the psychiatric training pro¬ 
gram within their institution and for therapists from other 
disciplines and from other agencies in Birmingham, Eng¬ 
land. They also reported early resistance to their efforts 
to introduce a family therapy training into the psychiatric 
training sequence in their institution, describing these 
afforts as being perceived as "a threat" and "dangerous" as 
it was seen as interrupting other learning and other duties 
of the psychiatric residents. The author's response to 
this criticism from within their own setting was to posi¬ 
tively connote the criticism and decline to train psychia¬ 
tric residents until their superiors (and family systems 
critics) were convinced that the training would not be 
dangerous (Harris & Burnham, 1985). 
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What is of interest in the Harris and Burnham report 
is not their strategic response, but the way in which they 
understood their problem. Rather than analyzing the 
resistance as occurring from without, they chose to under¬ 
stand it by analyzing their own behavior, and what it was 
about their own behavior in their own context which would 
give rise to the responses they perceived from their 
detractors. Speaking of their approach, they state: 
In retrospect it seems that the creation of 
family training made a difference in the estab¬ 
lished psychiatric training regime. The estab¬ 
lishment's initial response to this information 
was to diminish the difference by casting doubt 
on the validity of family therapy. We, by 
viewing these responses in a linear fashion, 
i.e. that the establishment was rigid and resis¬ 
tant, acted in a way that completed the negative 
feedback loop, thus decreasing the likelihood of 
the acceptance of family therapy training (Ibid, 
p. 233) . 
This analysis of their own behavior led them to 
understand that as members of the system they were trying 
to change, they needed take responsibility for a portion 
of the response of resistance. Quoting Held (1982) as 
exhorting this reflexive view on the part of therapists, 
they conclude that: 
An examination of the behaviour provoking nega¬ 
tive responses, and moreover what it is about 
that behaviour that induces such responses, is 
likely to be more fruitful. The issue then 
concerns how to modify our interface with them to 
permit us to continue (Harris & Burnham, 1985, 
p. 232) . 
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In a second part of this study, Harris and Burnham 
also address how they changed their manner of understanding 
the training which they were providing to therapists from 
other agencies. Initially in their training of these thera¬ 
pists, they made the assumption that the trainees they were 
training were change oriented and progressive and that 
their agencies were homeostatic and resistant. Strategic 
interventions designed to help the trainee to overcome 
their agency's resistance seemed only to lead to a conti¬ 
nuation rather than a diminution of the separation between 
the trainee and their agency. Applying the second order 
cybernetics view to this problem, the authors came to 
understand that they as trainers had made the error of 
seeing the trainee as separate from their work context, and 
had inadvertently lost their own neutral position by siding 
with the trainee against the "resistant" agency. In their 
endeavor to teach systemic thinking, the authors concluded, 
they had ended up teaching systemic family therapy at the 
"micro" level, and neglected to teach systemicity at the 
"macro" or larger system level (Harris & Burnham, p. 235) . 
The Harris and Burnham study is significant in its 
ability to clearly address the question of the trainee and 
his or her systemic work context. Coining the phrase 
"agency of origin", these authors introduce the idea that 
to help the trainee to understand their position within 
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their institutional context, and the change brought about 
by the training, is an essential part of a teaching metho¬ 
dology in teaching systemic thinking and applications. They 
offer this approach as an alternative to the field's 
earlier focus on trainee's "family of origin" work as a 
means of teaching family systems therapy. Just as signifi¬ 
cantly, the authors suggest that the removal of the label 
"family" from the teaching of systemic thinking allowed 
them to shift their training focus from a first order 
cybernetic model to a second order cybernetic model, thus 
allowing the trainee to become more aware of his/her own 
role and the role of one's own context in systemic analysis 
(Harris & Burnham, 1985). 
Draper and Lang also report on a study of the effects 
of systems training in a small private center in London 
(Draper and Lang, 1985). Their training program was 
designed to respond to a request from practitioners to be 
provided live supervision and training in Milan Therapy by 
the authors of the study. Here, too, the early experience 
of the training was one of mixed results, as trainees repor¬ 
ted finding their new ideas not accepted when brought back 
to their work settings. Using the metaphor of the family 
system bringing in an identified patient for treatment with 
the paradoxical request of "change him, but don't change 
anything", Draper and Lang began to focus on an analysis of 
the trainee's agency system and the trainee's relationship 
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within that system as the locus of study. They developed a 
"five-finger exercise” ritual taught to their trainees 
which served as a reminder that a preliminary analysis of 
one's own work context was necessary in order to gain a 
more comprehensive systemic perspective. 
A second important issue which Draper and Lang dis¬ 
cuss in their report was the usefulness of the separation 
of time in dealing with contradictory injunctions which 
might arise within one's work context in response to new 
systemic ideas. By introducing the notion that both the 
change and no change needs of an agency system could be 
accomodated at different times and with the creation of a 
separate context for learning, they allowed their trainees 
to respond to the wish to try out new ideas as well as to 
respect their old roles, functions, and working methods 
within their agencies. 
By utilizing a cooperative team approach to the 
examination of systemic problems, and by stressing the 
critical discussion of theoretical readings with a 
particular eye to how the theory could be applied to the 
trainee's own work context, the Draper and Lang training 
further sought to teach their trainees a systemic methodo¬ 
logy which could be flexible to accomodate different ideas 
and contextual frameworks. A trainee's presentation of 
case material to his/her team was used not as a supervision 
or consultation on the content of the case and the case 
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progress, but rather was utilized as an examination of the 
trainee's premises and overt and covert contextual 
contraints offered within the agency. 
The Draper and Lang article is particularly useful in 
that it represents one of the few, albeit cursory and 
incomplete, attempts to report on the follow up of the 
training experience. Ex-trainees were asked to report on 
the effects of their training along three dimensions: on 
their work with families, on the management of their 
lstionships with referral sources, and their own 
positions within their agencies. Draper and Lang reported 
that their ex-trainees found a significant improvement in 
their work with families, and in particular found them¬ 
selves doing less and utilizing the families' own strengths 
and resources to resolve problems. Relationships with 
referring sources remained difficult, and this was identi¬ 
fied as an area requiring more attention in future 
training. Along the last dimension measured, the trainees 
reported gaining "new support and recognition in their at- 
home agencies" (Draper & Lang, p 248). 
This last finding by Draper and Lang is most striking 
in that it appears to directly contradict the early assump¬ 
tions about the incompatibility of systemic models dis¬ 
cussed in a previous section of this paper. To be sure, 
the Draper and Lang finding must be placed into perspec¬ 
tive. The authors themselves admit to the "brief and 
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tentative" nature of their findings, as well as the 
limitations imposed by the self-report method of assess¬ 
ment, and the short term nature of the follow-up.* 
Further, the Draper and Lang training program had specifi¬ 
cally attempted to address the issue of the trainee's own 
position in the back-home agency context, hence it is 
reasonable to assume that trainees were particularly sensi¬ 
tive to safe-guarding their own positions while incorpo¬ 
rating their training into their back home practice. This 
factor may have been very much on the ex-trainee's minds 
when responding to the follow up study, and hence the 
findings may have been biased. Draper and Lang conclude 
that further study should include the view of the admini¬ 
stration and whole agency from which the trainee came, and 
should also examine what was found useful and hindering in 
the trainee's attempts to apply their learning. 
While these limitations must be acknowledged, the 
Draper and Lang report is nevertheless important. Their 
study indicates that it is possible to teach a systemic 
epistemology while remaining respectful of the context of 
the trainee's work place, and their investigation into the 
* Although the authors admit to the short term nature of 
their follow up, they do not specify how long after the 
training these reports were obtained. However, the center 
in which they conducted their training was in operation for 
four years, from 1979 to 1983, hence presumably the follow¬ 
up was from one to four years after the training. 
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results of their training offers the suggestion of a new 
focus for future outcome of training studies—the trainee's 
position and relationships within the back-home agency. 
IV. Conclusion of this Chapter 
As has been reviewed in this chapter, the family 
therapy literature is lacking in studies which systema¬ 
tically address the question of how family systems training 
becomes integrated into the existing mental health and 
human services in the United States. The few Italian 
studies which address the question of the integration of 
family systems thinking into an agency have shed some 
interesting light on the need for a reflexive approach to 
understanding the context and one's effects on that context 
in order to minimize the disruptive effects of the new 
information. The Draper and Lang study has opened the 
possibility for the study of the effects of family therapy 
training on the work site in quite the same way. 
The study reported here is one initial attempt to 
address this question of systemic family therapy training 
effects within the service delivery system in the United 
States. The following chapters describe the training 
program and the study in detail. 
CHAPTER IV 
THE LAWRENCE FAMILY SYSTEMS TRAINING PROGRAM 
Organization of this Chapter 
This chapter will describe the context and content of 
the Lawrence Family Systems Externship Training Program 
upon which this study is based. The chapter is organized 
in four parts. The first part provides a historical 
background for the training program's establishment in 
Lawrence. The second part describes the administrative, 
organizational, and political background for the training 
program, and includes a description of the two host clini¬ 
cal sites for the training. The third part provides a 
theoretical background for one of the main features of the 
model, the live supervision. The final section is a 
description of the details of the training model itself, 
and how the clinical training is done. 
I. Historical Context for the Lawrence Training Program 
The Lawrence Family Systems Externship Training 
Program was an outgrowth of an existing internship training 
program for mental health professionals funded by the 
Department of Mental Health of Massachusetts and run by a 
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private non-profit vendor agency called Mental Health and 
Retardation Services, Inc.. The internship program, which 
had been in operation since 1974, was a multidisciplinary 
training in community mental health, and included family 
therapy training as one of many clinical modalities taught. 
The author of this study, who had been the director of 
this internship program since 1977, decided in 1982 to sub¬ 
mit a proposal to the Department of Mental Health to fund 
an extension of the internship program which would focus 
solely on family systems therapy training, and be available 
not only to interns, but to mental health professionals as 
well. The proposed project had the support of the local 
area office of the Department of Mental Health, and its two 
affiliated outpatient clinics, thanks in part to the good 
reputation enjoyed by the internship training program. 
The proposal was approved by the DMH central office 
from where the money was to come, and the project was 
funded in the Fall of 1982. The training program design 
was conceptualized and planned by the author and a col¬ 
league, Jill Elka Harkaway. All administrative and organi¬ 
zational details were put into place that same Fall. The 
program was advertized by a general mailing and by a sepa¬ 
rate campaign specifically aimed at the public mental 
health agencies. Trainees were selected and the first 
training group began in January of 1983. 
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In the first two years of operation, the family 
training remained a part of the original internship train¬ 
ing program, and a significant, but ever diminishing por¬ 
tion of the funding came from the Department. By the third 
year, however, the family therapy training program became a 
separate entity, though still under the aegis of the vendor 
agency called Mental Health and Retardation Services, and 
its operations were sustained primarily by tuition pay¬ 
ments, consultation and supervisory fees, and workshop 
fees. A subdivision of the agency was formed to be an 
umbrella for all family therapy training activities, and 
this came to be called the Greater Lawrence Training 
Institute. 
II. Administrative, Organizational, and Political Context 
As mentioned above, the Lawrence program, which is 
officially named the Family Systems Therapy Externship 
Training Program and hereinafter will be referred to as the 
Lawrence Training Program or the Externship Program, is run 
by, and administratively responsible to a private, non¬ 
profit agency called Mental Health and Retardation Ser¬ 
vices, Inc.. However, as this agency does not have any 
outpatient clinical sites, the clinical training is done in 
conjunction with, and within the confines of, two community 
mental health clinics in Lawrence. This is a somewhat 
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unorthodox collaborative arrangement which makes the family 
therapy training program a guest of the host agencies. The 
two host agencies are both multiservice, outpatient clinics 
which provide a very similar array of services, and are 
often in competition with one another for contracts, for 
clients, and for clinical reputation in the Lawrence area. 
Both sites voiced strong interest in hosting the Training 
Program at its inception, and this competitive factor was a 
major reason why it was decided that both sites would be 
utilized for the Training Program. Groups are run equally 
in each site, and a training slot is made available each 
year to one staff member from each agency. Only in the 
first year of the training did the same training group 
train in both sites, one night in each clinic. In subse¬ 
quent years, each training group has remained within the 
same host agency for the entire year. 
Both sites serve the same catchment area, which is 
defined by the communities of Lawrence, North Andover, 
Andover, and Methuen. This catchment area also draws from 
the Southern New Hampshire area which borders it. The 
estimate of the population size of the area is about 
150,000. The population of the area is mixed urban and 
suburban, spanning the extremes of the socioeconomic scale. 
Lawrence proper is a small city, a decayed former indus¬ 
trial center which is now populated by a very large and 
growing Hispanic population (estimates vary between 40 and 
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60% Hispanic) . The surrounding towns include Methuen, a 
blue collar middle class suburb, and Andover and North 
Andover which are affluent suburban communities. 
Both sites are heavily reliant on the Department of 
Mental Health for funding through vendor contracts for the 
provision of services, and both agencies serve as training 
sites for the internship training program of which the 
family therapy program was an outgrowth. Although there is 
much talk of it, and periodically overt attempts are made, 
there is little or no formal collaboration on any projects 
between the two agencies, and often the competition between 
them reaches an openly conflictual level. The Externship 
Program, and its older sibling, the internship training 
program, are two of the few formal collaborative ties bet¬ 
ween the agencies, and that is more at a clinical staff 
level than an administrative one. 
Each of the two host clinical sites where the training 
takes place is described next in more detail. 
The Greater Lawrence Psychological Center. The 
Psychological Center is a private, non-profit clinic licen¬ 
sed to provide a broad range of outpatient services. It is 
also a vendor agency for the Department of Mental Health 
and runs several programs under contract with the Depart¬ 
ment. These programs include drug and alcohol abuse treat¬ 
ment and prevention; a residential treatment program for 
drug dependent persons; a community residence for chro- 
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nically mentally ill, emotionally disturbed/mentally retar¬ 
ded clients; and an adolescent group home. In addition, 
for several years the Psychological Center had a contract 
to provide clinical, consultative, and support services to 
all other components of the Department's residential net¬ 
work for chronic and mentally retarded clients. Finally, 
they also provide clinical, consultation and psychological 
testing services to the public schools in the surrounding 
area. 
The Center is located in downtown Lawrence, and 
primarily serves the Greater Lawrence catchment area, 
although they are free to take any client outside of that 
area as well. Many clients come from Salem, New Hampshire, 
(which is just north of Lawrence) , the Haverhill area and 
the Lowell area. 
The Psychological Center has grown and changed rapidly 
in the last four years from its beginning as a self-help, 
drug and outreach program to its current position as 
competing with the Mental Health Center for contracts and 
clinical services. Referrals come from the school systems, 
from the Department of Social Services and quite a few 
clients contact the outpatient clinic without referral. 
The outpatient clinic is relatively small, with a 
staff of about twenty-five. Clinicians come from the 
disciplines of psychology, social work, and psychiatric 
nursing. There are also two psychiatrists on staff, and, 
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by arrangement with the internship training program, a part- 
time psychiatric resident from Harvard's Beth Israel 
Program. In addition, there are several student interns in 
the disciplines of psychiatric nursing and psychology who 
also come through the internship training program. 
The clinical orientation of the Psychological Center 
is varied, but there is a strong emphasis on viewing 
problems in the context of the family. There are family 
therapists on staff that come from two general theoretical 
schools. Some are trained in the Cambridge and Boston 
Family Institute growth oriented models, while others have 
a more structural/strategic approach to treatment. 
The Psychological Center has been quite cooperative 
with the Externship Program and has carefully screened out 
referrals to the project according to requests for parti¬ 
cular types of cases on the part of the trainers. These 
screening requests were to insure some variety of cases for 
teaching purposes and not on the basis of severity of the 
presenting problem. The Clinic has also been supportive of 
procedures, dispositions and between-session plans designed 
by the externship program for the families seen. In re¬ 
turn, the Psychological Center receives all revenues from 
families seen, they have access to the Program's video 
equipment, they can send one staff member per year through 
the training, and are invited to attend workshops at a 
greatly reduced fee. 
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The Greater Lawrence Mental Health Center. The Mental 
Health Center is a Department of Mental Health Partnership 
Clinic and was formerly the recipient of a Federal 
Comprehensive Community Mental Health Center Grant. As 
mandated, it provides directly or through contractual 
a^fillation, the twelve essential services required by the 
CMHC grant. These include outpatient services, pre¬ 
screening for psychiatric hospitalization, and specialized 
services for children, among others services. The Mental 
Health Center holds many contracts from the Department for 
the provision of other services including mental health 
services for the elderly, rape crisis and rape counseling 
services, and a medication clinic. 
The Mental Health Center is also located in downtown 
Lawrence. It is required to provide treatment for all 
clients who request services if they reside within the four 
town catchment area (Lawrence, Methuen, Andover and North 
Andover), regardless of the client's ability to pay. As 
does the Psychological Center, the Mental Health Center has 
contracts with the school systems to provide clinical con¬ 
sultation and assessment services, as well as Department of 
Social Services contracts. Many referrals for outpatient 
services come from those two sources, and other Department 
of Mental Health programs as well. 
The Mental Health Center has had a long history of 
feuds with the Department of Mental Health Area Office in 
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Lawrence and has undergone major changes over the past ten 
years. In that time, there have been seven different exe¬ 
cutive directors and significant turnover of senior clini¬ 
cal staff. When it had been a federally funded CMHC, the 
Center was much larger than it is now. In the past several 
years federal funding cuts have reduced the staff size and 
increased the pressure for "productivity". The Center 
currently has a staff of about eighty-five of all clinical 
disciplines, including student interns, and two part-time 
child psychiatric resident fellows from Boston Children's 
Hospital. 
Like the Psychological Center, the Mental Health 
Center has been eager to have the Family Therapy Externship 
and has been cooperative with it. However, because there is 
less of an orientation toward family therapy within the 
Center's staff, the Externship activities are not very well 
understood by other clinicians and there is a sense of 
separateness and isolation from the rest of the Center. 
This has at times affected the referral process and the 
progress of family cases where other clinicians within the 
Center continued to have clinical contact with individuals 
who were being seen in family therapy. These problems have 
been addressed administratively, and several in-service 
presentations by externs and by the instructors to the 
Center's clinical staff periodically helps to alleviate 
these difficulties. 
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The Mental Health Center and the Training Program have 
the same sort of administrative arrangement regarding fees 
and compensatory benefits as described above for the Psycho¬ 
logical Center. 
•Theoretical Basis for the Training Program's Use of 
Live Supervision and the Treatment Team 
The Lawrence Training Program uses a training model 
which involves the trainee/therapist doing systemic family 
therapy utilizing live supervision, a collaborative team 
approach, and multiple team roles in the process of 
training. No claims are made as to the originality of the 
model, as aspects of this training model have been develo¬ 
ped by others, utilized in both therapy and training and 
some aspects have been discussed in the literature 
(Roberts, 1982; Papp 1977; Tomm & Wright, 1982; and Boscolo 
& Cecchin, 1982). 
Live supervision is defined as the participation of 
the supervisor in the conduct of the therapy session, 
usually from behind a one way mirror, and often connected 
by telephone or other electronic device with the therapy 
trainee in the room with the family. Roberts (1982) 
outlines the development of live supervision and the 
diverse methods of participation utilized by training 
programs. 
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Live supervision models for training in family therapy 
have been frequently discussed in the literature by others 
as well (Montalvo, 1973; Haley, 1976; Papp, 1977; Liddle, 
1982). However, it is important to note that although some 
of the elements of the live supervision model described by 
these authors are the same, the manner in which live super¬ 
vision is used in the Lawrence Training is significantly 
different. 
Haley has offered the suggestion that "as clinical 
training programs change, it is being discovered that a 
theory of therapy and a theory of training are often 
synonymous" (1976, p. 170). Haley then goes on to describe 
his use of live supervision as a desirable mode of training 
for a planful, problem focused, action oriented systemic 
therapy. Through live supervision, the supervisor's role 
is, as Haley states, "...not only to make the therapy go 
well in this case and to teach a student therapist, but 
also to protect the family from a beginner's incompetence" 
(1976, p. 193). For Haley, then, live supervision allows 
the supervisor to remain in charge of the therapy while 
teaching the student to do family therapy. 
Montalvo's early description (1973) also mentions the 
double role of live supervision both as a learning oppor¬ 
tunity for the therapy-trainee and as an aid to more ef¬ 
fective family therapy. Montalvo introduced the notion 
that the supervisor can act as a re-director in situations 
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where the family inducts the therapist into the family 
system: 
The most basic assumption of all is that- = -p 
ly can absorb and orient the therapist anHir^t' 
him away from his function as a change agent 
The supervisor [in live supervision] provides'an 
outside base from which he can help the therapist 
disentangle himself from the family’s attemptPto 
render him non-helpful (1973, p.346) F 
Through this somewhat arbitrary punctuation of 
causality (ie. that the family directs the therapist away 
from his function), Montalvo addresses the difficulty that 
a beginning therapist has in remaining an effective agent 
of change when he/she is interacting directly with the 
family. The supervisor in live supervision becomes a 
rescuer of the student therapist in situations of induction 
of the therapist by the family. 
Both Montalvo and Haley frame the problem as how the 
clinician/trainee can be protected from the pathological 
effects of the family system during his/her interactions 
with it. For them, the supervisor in live supervision 
remains protected by the mechanical barrier of the one way 
mirror while they maintan direct contact with the therapist- 
family system through visual and auditory input through the 
glass and verbal feedback via telephone or consultation 
with the therapist. In this way, the supervisor remains a 
powerful agent to help the therapist restructure the family 
system or alter the patterns of behavior in that system 
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without being affected by it. 
The early work of the Milan Associates also viewed the 
use of live supervision as a way to maintain a systemic 
perspective on the family's interaction (Palazzoli et al, 
1978). In their early work, the Milan group believed that 
the transactions in a schizophrenic family were bound by a 
family game, a game into which the therapist could also 
become drawn. Through the more removed perspective of the 
team of colleagues behind the mirror, the rules of these 
family games, and the patterns of transactions which might 
also include the therapist, could be more easily discerned. 
The therapist could then be redirected toward a more 
neutral approach. 
Peggy Papp (1977) described a model used by the Brief 
Therapy Project at the Ackerman Institute which utilized 
peer supervision in working with families using a systems 
theory. The team was used as an observing eye, or the 
third member of the therapeutic system (family and thera¬ 
pist being the first two), which by virtue of their posi¬ 
tion outside of the room, could comment objectively on the 
family-therapist system interactions. 
Both the early Milan and the Ackerman models assumed 
that the therapist's effectiveness depends on his/her abi¬ 
lity to "obtain and maintain a different level (metalevel) 
from that of the family" (Palazzoli et al., 1980, p. 11). 
The therapist's tether to this metalevel was seen to be 
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his/her connection with the team behind the mirror. in 
this sense, the team provided a supra-vision, not in the 
power hierarchical definition of the word, but in a literal 
translation of "over seeing". As in the maze puzzle of 
Greek mythology, as long as the therapist remained within 
the maze of the family problem (ie. on the same plane as 
the family), the way out would be as indiscernable for 
him/her as it would be for the family. By elevating one's 
line of vision above the plane of the maze, the solution 
may become more discernible and the family can be led away 
from options which continually return them to the same 
point. This elevation of vision was thought to be allowed 
by having the team behind the mirror. 
DeShazer (1982) describes this process with quite a 
different metaphor, that of binocular vision. Using the 
concepts of "isomorphism" and "cooperation", he suggests 
that the family and the treatment team each create 
understandings of the therapeutic reality at which both are 
looking. These understandings, or maps, are two views of 
the same structure in which the relationships between 
elements of that structure are congruent to each other, or 
literally have the same form. In the process of therapy, 
these isomorphic views are superimposed on each other by 
the therapy team's interaction with the family. He des¬ 
cribes this further: 
I 
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A metaphor about the "bonus" of depth perception 
that we receive from the two eyes seeing the same 
^gs from different angles [emphasis his] fur¬ 
ther clarifies the same thing about the team's 
description and the intervention process. The 
right eye's view can be mapped onto the left 
eye's view isomorphically [sic], and the meaning 
of this is the "bonus of depth perception." That 
is, the brain can be described as receiving two 
messages: 1) each eye's view of the same thing, 
isomorphism, and 2) the "news of difference" bet¬ 
ween the views of the individual eyes, a rela¬ 
tionship that develops depth perception (1982 
p. 9) 
In speaking of the right and left eyes, DeShazer is 
referring to the view of the family and the view of the 
therapy team. His ecosystemic model makes the assumption 
that the therapist and team are in the same system, hence 
share the same view. However, this binocular metaphor is 
also useful in understanding the different views of the 
family interactions as seen by different therapy team 
members, particularly the one member who is in the room 
versus those that are behind the mirror. The binocular 
vision model and ecosystemic approach to understanding and 
doing therapy will be discussed further in a later section. 
Hoffman, in explaining the use of the team by the 
Milan Associates in their early work, states that the team 
behind the mirror can maintain this metaposition and over¬ 
view of the field, because its members are separate from 
the system in the room. She explains, "...team members 
even those in the room—cannot be influenced [emphasis 
added], because they are controlled by invisible others 
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...Messages and letters that emerge from behind the screen 
reinforce the notion of the one way street" (1981, p. 303) 
In the design of the Lawrence Training Program, this 
notion of a one way street, and the team's separateness 
from the influence of the therapeutic interaction was dis¬ 
carded as being unrealistically absolute and systemically 
naive. Just as it was unrealistic to assume that the thera¬ 
pist could remain separate and unaffected by the family 
(the position which led to the utilization of one way mir¬ 
rors and team participation in the therapy), it is equally 
naive to assume that the team remains unaffected by the 
family interactions or by the family-therapist system inter¬ 
actions. In the process of therapy with the one-way 
mirror, families are very much in an interaction with the 
team behind the mirror, as is the therapist in the room. 
Although the mirror provides a barrier, it is a semi- 
permeable barrier, which can be penetrated in a two way 
fashion. This is particularly visible in cases where there 
is a production of extreme affect, such as boredom, anger, 
stress, etc., but is not limited to such cases. By virtue 
of their role as co-therapists in the family therapy, the 
team is subject to the similar reactive tendencies and 
limiting visions as the therapist in the room. Further, it 
is the context which is defined by the therapy that is the 
powerful agent of change, not the protected systemic 
chastity of the therapist or the team. 
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The manner in which the Lawrence Training Program has 
used live supervision and the one way mirror is more in 
keeping with a description given by Lynn Hoffman in a pre¬ 
sentation on systemic epistemology and its application in 
therapy at the University of Massachusetts in Amherst 
(4/01/83). She described her shift away from the notion of 
the therapist inserting an intervention into the family sys¬ 
tem and towards a view of the therapist and therapy system 
co-creating a new, in her terms, "wild space" with the 
family system. Within this "wild space", the family can 
discover new connections and solutions which can lead to re- 
organization. She argued that objectivity is not possible 
in psychology, because all observations are dependent on 
one's perceptions and one's point of view. The implication 
of this position is that the team as well cannot be sepa¬ 
rate and objective in the co-creation of this change zone 
as it necessarily becomes part of the therapy system. 
IV. The Lawrence Training Program's Model for Training 
The Lawrence Training Program has borrowed many 
elements of its model from two sources: 1) the model of 
training developed by Evan Imber Black and 2) the model 
currently utilized by the Milan Training Program run by 
Luigi Boscolo and Gianfranco Cecchin in Milan, Italy. As 
in the Imber Black model, the Lawrence trainees become 
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collaborative participants in the process of therapy, even 
while they are learning about family therapy. The degree 
of participation changes over the course of the training, 
increasing as trainees gain skills and confidence in the 
theory and methods of systems oriented therapy. The 
collaborative team approach has been described at length by 
Roberts (1982) and by Sperling et al (1986), and the reader 
is referred to those sources for a more in-depth 
description. What follows are some of the basic elements 
cf the model as adapted in the Lawrence Program. 
Duration and Time Committment. The training program 
was designed as an externship, which meant that trainees 
would become part of the clinical staff of the site for the 
time they are doing the training. The training is one 
night per week, for five hours and goes from September 
through June, although each year a small group of trainees 
continues to see families through the summer, more for 
clinical reasons than as a formal part of the training. 
This is always done under the same structure and always 
with the live supervision of the trainers. In addition to 
the five hours of on-site training, the trainees are also 
asked to set aside about three additional hours per week of 
their own time to do the readings, review clinical video 
tapes, and make any case related collateral contacts and 
correspondence. 
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The Structure of the Training Sessions. Trainees are 
grouped to form a team which remains the same throughout 
the year, and retains the same trainer or co-trainers for 
the year. Each evening begins with a didactic session 
which lasts about an hour. At the beginning of the year, 
the didactic portion will make up the larger proportion of 
each training session and it includes lectures, discussions 
of assigned readings, and the showing of clinical training 
tapes. Later in the year, when the team is carrying many 
active family cases, the didactic portion of the evening be¬ 
comes shorter, and sometimes builds from a case being seen 
rather than from readings or lectures. 
The second portion of the evening is the clinical 
portion which begins with a team discussion of the case 
which will be seen first that evening. This leads to the 
clinical session done under live supervision. For a first 
year training group, clinical cases are not picked up until 
about the beginning to the middle of October to allow time 
for a theoretical foundation to be established through the 
didactive teaching. For a second year group, clinical work 
begins right away. 
As the year progresses, more cases are picked up, 
until every trainee has had an opportunity to have at least 
one case. Cases are usually seen every other week, for 
about 1 to 1 1/2 hour sessions, although the intervals 
between sessions can be adjusted to increase or decrease in 
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frequency as the case situation requires. In the middle of 
the training year, when the team is operating at peak clini¬ 
cal capacity, it is possible for it to be seeing two or 
sometimes three cases per night and be carrying 4-6 open 
cases simultaneously. Although the optimum for training 
purposes is considered to be two cases per night, and four 
cases open at one time, it is sometimes necessary to in¬ 
crease those numbers in order to meet the clinical needs of 
the families to which the team has committed itself. 
Clinical cases come to the team in one of four ways. 
The most usual is for cases to be referred to the team from 
outside agencies, frequently the Department of Social Ser¬ 
vices, the DMH case management system, the school special 
education departments, or the courts or probation depart¬ 
ment. These cases would begin with a contact from the 
referring agent directly to the team. The second most 
frequent situation is for cases to be referred by a clini¬ 
cian within the same agency. Typically, the clinician has 
been seeing a part of the system in individual therapy, and 
identifies other problems within the family which they 
would like to have the team address. Another means of ob¬ 
taining cases is through the regular intake channels within 
the agency, where the team picks up cases after intake if 
the intake worker has identified some systemic element in 
the case. Finally, there are consultation or evaluation 
cases which are referred by a variety of sources where the 
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case is identified by the clinician or the case worker as 
being stuck or extremely difficult and the team is asked to 
provide a consultation to the clinician or to evaluate the 
family and submit recommendations for future treatment. 
In almost all instances, the initial case definition 
of the problem and type-of-treatment formulation has been 
set by the referring agent before the team picks up the 
case. The only exceptions are those rare cases where a 
client requests the team directly, or when the team sorts 
through intakes done by the clinic and chooses a case to 
contact for possible treatment even though there has been 
no specification by the intake worker that it should be 
seen as a family. In these situations, the team's 
therapist will make a phone call to the client and discuss 
their situation by phone. If appropriate, the therapist 
then invites the family to family treatment with the team, 
but always offering a choice to be seen by another thera¬ 
pist instead if they do not want to be seen by a team and 
be observed with the one way mirror. 
The team treats families and couples primarily, al¬ 
though subdivisions of families are sometimes seen, and in 
a few situations, sessions with other-than-family signifi¬ 
cant others have been conducted. Although the team will 
not do individual therapy, on occasion an individual ses¬ 
sion might be held as part of a family's treatment or a 
couple's treatment. If, during the course of a treatment, 
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an individual requests individual treatment, the individual 
is referred to another clinician outside of the team. 
The duration of treatment is variable, depending on 
the clinical needs of the case. However, as the team is 
defined as offering a brief treatment model, cases that are 
to it specifically for long term therapy are told 
in advance that the team would not be appropriate for that 
sort of work. The usual duration of treatment is six to 
ten sessions, usually spanning a period of four to six 
months. Cases which are not ready to terminate when the 
team disbands at the end of the training year are trans¬ 
ferred to other clinicians within the agency, although some 
opt to continue with the next year's group after a summer 
break. 
The Process of Clinical Training. In this model, a 
trainee is assigned to be the therapist for a family upon 
intake. The therapist/trainee will remain as the primary 
therapist for this family throughout the course of treat¬ 
ment, and is responsible for collateral contacts, record 
keeping, and monitoring the progress of the therapy. The 
rest of the trainees become part of the therapeutic team 
for that family, taking on roles which will be described a 
little later in this section. The supervisor gives the ex¬ 
plicit message to all team members that they, and not just 
the therapist assigned, are responsible as a team for the 
process of all the therapies in progress. Hence, although 
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the primary therapist takes the lead in presenting case 
information from previous sessions, in reviewing the tapes, 
and in managing the contacts of the case, he or she is in a 
collaboration with the rest of the team of trainees, guided 
by the supervisor, in developing hypotheses and inter¬ 
ventions and tracking the feedback obtained in the course 
of a session. All families are seen with team members 
collaborating behind the mirror. 
The Lawrence Program's model of team training is also 
strongly influenced by the Milan Training Program's use of 
the team as a tool for the creation of systemic ideas and 
hypotheses in the analysis of a family system through the 
process of making connections between diverse observations 
emanating from the observing team. This piecing together 
of linear arcs in the formation of a systemic or circular 
view has been discussed in a previous chapter (see Chapter 
II) . 
Another element of the Lawrence Training Model which 
has been borrowed from the Milan training is the division 
of roles within the treatment team behind the mirror. This 
subdivision of roles is an attempt to teach the notion of 
multiple levels of understanding interactions in 
treatment. It is also an attempt to sensitize the trainees 
to a more reflexive awareness of their role in the therapy 
system. 
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The group behind the mirror is subdivided into two 
teams: a Therapy Team (the T-Team) and an Observation Team 
(0-Team). The T-Team's responsibility is to be involved 
directly in the conduct of the session by assisting the 
therapist/trainee in the room. This group is led by the 
supervisor. The O-Team's responsibility is to observe the 
session, paying attention not only to the family dynamics, 
but also to interactive patterns which appear between the 
family and the therapist, the therapist and his/her team 
behind the mirror, or the family and the team. The 0-Team 
is not allowed to comment during the session and is asked 
to participate only as observers. In the case of co¬ 
training, the second supervisor most often is the leader of 
the 0-Team. In co-training situations, the same supervisor 
remains the T-Team supervisor for a given family throughout 
the treatment, so as to provide some clinical and stylistic 
continuity. 
The therapy sessions are usually conducted using the 
Milan five part format as follows: 1) a pre-session team 
discussion of about 30 to 45 minutes, 2) 30 to 40 minutes 
of therapy, 3) an interruption during which the therapist 
has an in-session discussion with the team behind the 
mirror while the family takes a break, 4) another short bit 
of therapy during which an intervention is usually given 
and the family dismissed, and finally 5) an post-session 
team discussion. 
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When the T-Team/O-Team concept is used, the pre¬ 
session discussion precedes the assignment of roles, so 
that the whole team participates in the preparation for the 
session. The T-Team and O-Team roles are then assigned on 
a rotating basis, so that everyone has a chance to be in 
every position. The T-Team and O-Team operate separately 
during the session, with the O-Team not sharing its com¬ 
ments with the T-Team nor with the therapist, although all 
interactions within the T-Team are observed by the O-Team. 
During the in-session break and discussion, the O-Team 
leaves the observation room for an adjacent room to discuss 
the interactions observed, formulate hypotheses which in¬ 
clude the therapist and T-Team interactions, and indicate 
possible interventions or strategies. This is done while 
the T-Team is working with the therapist to formulate a 
working hypothesis, and an intervention separate from the 0- 
Team. The O-Team is called to return to the observation 
room when the T-Team discussion is finished, so that they 
can observe the last part of the session and intervention 
given by the T-Team. 
In the post-session team discussion, the O-Team is 
asked to give its observations, formulations, and possible 
alternative interventions. The T-Team then shares the key 
points of its intersession discussion, and a general dis¬ 
cussion ensues which tries to incorporate both perspec- 
The information thus generated will inform the fol- tives. 
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lowing interactions with that family. 
Although what has been described is the norm for the 
training, many other arrangements have been utilized, such 
as times when the group is not sub-divided into 0-Team and 
T-Team, or situations where the two trainers have formed 
the T—Team and the trainees have been the O-team, or situ¬ 
ations at the end of the second year, for example, where 
the trainees become the T-team and the supervisors take on 
the 0-Team function. 
All clinical sessions are videotaped with the client's 
permission, and the videos then reviewed by the therapist 
in the intervening time between sessions. The videos are 
sometimes used immediately following the session in the 
post session discussion, or in the pre-session discussion 
of the succeeding session with that family. With the 
client's explicit written permission, some tapes are selec¬ 
ted for use as training tapes for subsequent years. 
One final word must be said about the Lawrence Train¬ 
ing program which goes beyond the formal training model 
description. The three instructors of the program are all 
trained in structural, strategic, and Milan systemic the¬ 
rapy, and utilize a variety of techniques and models in 
their supervision and training. However, the overriding 
characteristic which all three share is an approach to 
teaching and to clinical team discussions which emphasises 
the acceptance of differing points of view about a case as 
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potentially valuable components of an overall clinical 
reality. There is a conscious effort by the trainers to 
model an acceptance of every perspective offered by team 
members and an emphasis on the development of the ability 
to build connections between opinions expressed rather than 
assuming that one perspective or idea is right, and another 
wrong. Although it is sometimes more difficult to do this 
with the perspectives of other professionals such as refer¬ 
ring clinicians, the same principle of the acceptance of 
multiple realities is applied with extra-team interactions 
as with intra-team interactions. The three instructors 
meet on a regular basis in peer supervision to help each 
other to maintain this approach, as well as to address 
other clinical and training issues in a mutually supportive 
fashion. 
The following chapter will describe the methodology of 
the study which was conducted to examine the effects of 
this training program on the trainee and his/her back home 
work site. 
CHAPTER V 
METHODOLOGY 
Organization of This Chapter 
This chapter gives a description and a justification 
the method of inguiry chosen for the study, as well as 
a description for how the data so gathered are to be 
treated and analyzed. The chapter is divided into three 
major sections. The first section is an introduction and a 
justification of the methodology chosen. The second part 
describes in depth the method of the study. The last part 
describes the data reduction and data analysis methods 
used. 
I. Introduction and Justification for Methodology Chosen 
This study is meant to delineate and illustrate those 
issues, questions, and hypotheses which are important in 
the evaluation of the effects of family systems therapy 
training on trainees. It is an exploratory field research 
which seeks to clarify the direction and methodology for 
future research in this area. For this reason, the data 
thus collected are not meant to be subjected to statistical 
interpretation. Tripoldi, Fellin and Meyer (1969) have 
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characterized this sort of investigation as "exploratory- 
descriptive research" whose purpose it is to "refine 
concepts and to articulate questions and hypotheses for 
subsequent investigations", (Tripoldi, et al, 1969). 
The open ended, narrative style questions which make 
up part of the questionnaire, as well as the follow-up 
interview portion of the study make it similar to what Sax 
(1979) and McAshan, (1963) have described as a case-study 
exploration, whose function is to be qualitative and 
descriptive and to produce information from which relevant 
factors for future research can be drawn. Asher (1976) as 
well has described this type of research as useful in de¬ 
termining the inter-relationship among various factors 
within a phenomenon being examined. 
Because it is the intent of this investigation to 
examine a particular population, ie. those therapists who 
have completed their training and have returned to apply 
their learned skills to their own work settings, this study 
can also be likened to an exploratory field study as 
described by Katz (1953). Kerlinger (1964) has defined 
field studies as "ex post facto scientific inquiries aimed 
at discovering the relations and interactions among socio¬ 
logical, psychological, and educational variables in real 
social structures." (Kerlinger, 1964, p.382). In the case 
of this study, the 'field' can be seen to be both the back- 
home work environment of the trainee and the larger system 
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context within which training occurs. Using the language 
of behavioral social researcher Kerlinger, the proposed 
study examines the effects of a particular behavioral 
manipulation (the training), on that field. 
II. Method of Study 
The Sample. The study examines one training program 
in family systems therapy which operates within the public 
sector in the Commonwealth of Massachusetts. This program 
is called the Family Systems Externship Program of the 
Greater Lawrence Training Institute and is located in 
Lawrence, Massachusetts. A full description of the program 
and the context within which it operates is given in 
Chapter IV. It is the program's stated philosophy to train 
therapists to work within the public mental health system, 
and a majority of its trainees come from job situations 
which are wholly or partially within the public sector. 
The program was developed and administered by the inves¬ 
tigator in this study, in conjunction with two other col¬ 
leagues . 
The study sought to include all trainees who had 
graduated from the program in the past five years, and who 
completed at least one year of the course. This repre¬ 
sented a pool of 44 potential trainee/participants. From 
the respondent sample, a smaller sample was selected to 
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conduct a more in-depth, follow-up case study which would 
involve the trainee, their immediate supervisor, and a 
colleague of their choice who would be familiar with the 
trainee's work within their setting. 
The study also involved the three instructors in an 
interview and as raters for certain measured variables. 
More will be said about the rating process and the follow¬ 
up portion of the study later in this chapter. The trainee 
sample, and the respondent sample is described and discus¬ 
sed in greater depth in the Results chapter of this study. 
The Interview of Instructors and Initial Ratings of 
Trainees. At the beginning of the study, the instructors 
were interviewed in order to ascertain the degree to which 
they agreed on the main purpose of the training, and the 
main content of what was taught. Although to some degree 
this may have been unnecessary, as each trainer had co¬ 
taught at least once with each other trainer, it did serve 
as an opportunity to confirm that the goals of the training 
were in fact those which are described elsewhere in this 
study (see Chapter II, "Theoretical Foundations", and 
Chapter IV, "A Description of the Lawrence Training 
Program"). 
The instructors were also asked to review a list of 
the students they had trained within the program and to 
rate them according to the dimensions described below. 
This rating was done separately, by each trainer in spite 
137 
of the fact that some trainees had had two trainers, and 
some had had all three trainers as instructors over the 
course of their training. 
The rating was to be done along two dimensions, but a 
discussion during the interview led to the addition of a 
third dimension. The original two dimensions were 1) a 
rating of the trainee's mastery of systemic epistemology 
by the end of their training, both in terms of their 
command of theory and systemic therapy methods, and 2) a 
rating of the trainee's skill and experience as a clinician 
in the treatment context regardless of the working method. 
The third dimension which was added was 3) a rating of the 
trainee's ability to connect on a human level, regardless 
of the treatment context. The rating categories for each 
dimension was a) Good to Excellent, b) Average to Fair, and 
c) Poor. 
These ratings were solicited and these three were 
chosen for the following reasons. Although the training 
program accepts only practicing clinicians (and occasional 
experienced clinical interns), it has been the experience 
of the Program that there is a wide variety of clinical 
skill and experience within the group that is selected for 
training each year. It was thought that any study which 
attempted to look at the effects of training on the trainee 
and their work site should attempt to control for the 
variable of pre-existing clinical skill. However, it was 
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also apparent from experience that clinical skill in tradi¬ 
tional therapies does not necessarily mean clinical skill 
in systemic therapy, as an expert psychodynamic therapist 
may rely on skills that are quite different from those used 
by an expert systemic therapist. The breaking up of the 
two dimensions was thought to provide a differentiation of 
those two variables against which later results could be 
correlated. The third dimension was added after a dis¬ 
cussion among the trainers about what factors beyond those 
of the trainee's clinical skills might impact the accep¬ 
tance or non acceptance of what they brought back to their 
work site. It was reasoned that if a trainee is thoroughly 
skilled as a systemic and psychodynamic diagnostician, yet 
has personality characteristics which interfere with how 
he/she relates with others in a work setting, the accep¬ 
tance of ideas brought back into the site might be strongly 
influenced by the personality characteristics rather than 
the content of training or the level of clinical skill per¬ 
ceived. It is slightly ironic that three systemic clini¬ 
cians and trainers should seek to include a characterolo- 
gical dimension to a study of the effects of systemic 
training 1 
In the end, these ratings were not found to be very 
useful. A brief description of this result is found in the 
Results chapter. 
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Solicitation for Participation in the Study. The soli¬ 
citation for participation in the study was made by way of 
an introductory letter which accompanied the mailing of the 
questionnaire. The letter (see Appendix A) introduced the 
study and the questionnaire, and advised the trainee that 
participation was voluntary. A second page entitled 
irifo^rned Consent for Study Participation" (see Appendix 
B) , described both the questionnaire part of the study and 
the interview participation option, and asked for a sign 
off if the trainee chose to participate in the question¬ 
naire part of the study. A stamped addressed envelope was 
provided to each respondent for the return of the completed 
questionnaire and sign off. 
At the end of the questionnaire, there was a paragraph 
thanking the respondent for participating and inviting 
them to turn the page for a description of the second por¬ 
tion of the study. The following page included the des¬ 
cription of the follow-up study and an invitation for the 
trainee to sign up for it, but with the reassurance that 
their signing up did not necessarily mean that they would 
have to participate. The description and sign up form is 
included in Appendix C. 
The Questionnaire. A questionnaire was chosen as the 
major tool for data gathering, because it could be distri¬ 
buted to all of the target sample, and would have the 
chance at the highest return rate. An open ended, nar- 
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rative style questionnaire was chosen rather than a rated 
statement, or choice of answer questionnaire because it was 
felt that the exploratory nature of the study could best be 
served by a tool which would allow the most latitude to the 
respondent in explaining and describing. The risk under¬ 
taken by constructing such an open question tool was that 
the data received would be difficult to reduce into quanti¬ 
fiable terms, and that the length and open ended narrative 
style of the questions might discourage some would be res¬ 
pondents from participating. 
The questionnaire was designed to gather three classes 
of information. The first class of information was the 
statistical and contextual data which would allow for an 
understanding of the trainee's professional profile and the 
context within which he or she worked. The second class of 
data which the questionnaire was designed to solicit was a 
picture of before and after effects of training on the 
trainee, their work site, and their relationships within 
the work sites. The third class of information was a more 
conjectural understanding of the effects of the training on 
the way in which the trainee conceptualized his/her own 
role within the system. 
A copy of the questionnaire instrument is included in 
Appendix D. The items on the questionnaire reflected these 
three classes of information. Questions such as the des¬ 
cription of the work place (Question #7), the job role 
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(Question #4) , educational status and experience (Questions 
#1, 2 and 3), were all questions of the first class of in¬ 
formation. Some questions, such as Question 8 which asked 
for a breakdown of work activities before and after 
training, served the purpose of collecting data of both the 
context depicting variety, and the before and after effects 
variety. 
In other questions, which were more narrative in 
nature, the intent was to simultaneously gather all three 
classes of information. Question #13 is a good example of 
such a question. Question #13 asks the trainee to intro- 
spectively report on how they may have tried to influence 
how people in their work site conceptualized their clini¬ 
cal work, giving examples where appropriate. The conscien¬ 
tious respondent will thus give a glimpse of what their 
work situation is like interrelationally, what the effects 
of their training were on themselves in relation to those 
relationships, and in the way they analyze their attempts 
and report them, they will offer the experimenter a glimpse 
of how well the trainee understands their role within a sys¬ 
tem and their effect on it. This type of question is very 
similar to the circular questioning method utilized by the 
Milan clinicians in therapy with families. There were 
several of these types of questions which were designed to 
serve like circular questions, and these deserve some 
further explanation. 
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Circular questions, and circular questioning has been 
developed as an important technique for systemic interviews 
because they provide information from which relational maps 
of the family system can be surmised. In addition, 
circular questions provide an understanding of a family's 
belief system and the changes in relationships and belief 
systems brought about as a result of an event. Karl Tomm 
has described in painstaking detail all the different types 
of circular questions and the usefulness of the process of 
circular questioning in the understanding of a system, and 
the reader is referred to those articles for a more in- 
depth review of circular questions as used in treatment 
(Tomm, 1985 and 1987). 
To date, circular questions and circular questioning 
have not often been used as a means of gathering research 
data outside of a family interview. Miller, in her 1983 
dissertation study of alcoholic family systems, did use a 
circular style of questioning with the families interviewed 
for her study, although she did not state it as such 
(Miller, 1983). In another study yet to be published, 
circular interviewing and circular questions were used to 
explore the relational correlates of job stress and burn 
out within teams of professionals working in the human 
services field in Italy and in the United States (McNamee, 
Fruggeri, & Pirrotta, in press). Beyond these two studies, 
this author is not aware of other studies reported in the 
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literature which have utilized circular questioning outside 
of the family interview. 
There are several difficulties which cannot be ignored 
in utilizing a circular questioning technique in research. 
In therapy, as described by Tornm (1987) , the reflexive 
nature of many of these questions is acknowledged and utili¬ 
zed as a powerful tool of change of the family system simul¬ 
taneous to the collection of data. For the researcher, 
whose task traditionally has been to freeze reality as much 
as possible in order to study it and to control for experi¬ 
mental effects, such an idea seems contrary to the purpose 
of research. However, in systemic thinking, phenomenolo¬ 
gical research is useful not because it purports to study a 
slice of reality and isolate its component parts, but 
rather because it helps the researcher to understand the 
interrelational process of co-influencing effects. The 
relationships are inexact, context bound, and determined as 
much by the observer as by the observed. Hence, the 
cybernetics of observing systems discussed in Chapter II 
"Theoretical Foundations", applies also to phenomenological 
research. Circular questions were used because they helped 
the researcher to understand not only what the effects were 
on an agency of a given intervention (ie. the training), 
but also because it gave an insight to how the respondent- 
as-observer, structured their observed reality and reported 
it when describing the effects of the training. The sub- 
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sequent portion of the study where other members of the 
system were interviewed was meant to provide a glimpse of 
differences and similarities from which a relational map of 
the trainee's system could be depicted. 
It is acknowledged that the circular nature of the 
questions may have had the effect of asking the trainee to 
think of relationships and training effects in a manner 
which they would not have otherwise, and this effect must 
be kept in mind when the results are interpreted. However, 
it is important to note that what is of interest in the 
construction of a systemic understanding of a system are 
the perceptions and reports of differences. When trainees 
are asked the same question as a supervisor and a col¬ 
league, the difference in their perceptions is what is most 
useful in the formation of a relational map.* 
It is also important to note that circular questions 
in therapy are an essential tool for the organization of 
perceived data and the creation of systemically useful hypo¬ 
theses about the cybernetic nature of the system being 
treated. In as much as it is the purpose of this explora¬ 
tory study to develop useful hypotheses about the larger 
system and how it is affected by training, it was felt that 
circular questions might be useful in this regard. As a 
* The reader is referred back to Chapter II to the quote 
from DeShazer's metaphoric description of binocular vision 
providing the opportunity for depth perception. 
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result, some of the discussion of this study will look at 
the efficacy of the use of such questions in exploratory 
research of this type. 
Appendix D exhibits a copy of the questionnaire 
format, and Chapter VI contains a more in-depth explana¬ 
tion of the intent for each questionnaire item. 
Pretesting the Questionnaire. The questionnaire in 
its original form was given to a former trainee volunteer 
to complete along with a second blank copy of the same 
questionnaire to elicit comments as to the clarity of the 
items, and any suggestions as to the format or content of 
the questions. A copy of the original questionnaire used 
for the pretest is included in the appendix. From the 
pretest results, certain items were changed, certain others 
were added, and some were dropped. The significant changes 
made are described below. 
In the original questionnaire, there were three 
questions which asked the trainee to 1) give the three most 
positive effects of the training on the work site, 2) give 
the three biggest problems encountered in the work site as 
a result of the training and, 3) describe the most sig¬ 
nificant effects on the self, clinical work and work site. 
The pretest feedback suggested that the words "positive 
effects" and "problems encountered" forced a plus/minus 
dichotomy which was response constricting, and that to ask 
for three positives and three negatives introduced an 
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information constricting evenhandedness. Further, the 
lumping of the self, clinical work, and work site effects 
into one question was too confusing and lost its impact. 
Lastly, there was a sense of redundancy in the questions. 
The resulting changes were that the three questions were 
combined into one and reworded to remove the positive and 
negative. It was also suggested that in order to underline 
the fact that feedback was being solicited about the work 
site effects, it would be best to sequence the question so 
it was clearer that the trainee was being asked to distin— 
9^-^-sh the effects of training on themselves (which became 
Question #16a), their clinical work (which became #16b), 
and their clinical site (which became #16c). 
In the original questionnaire, another question asked 
for a report on a difference in outlook toward both clini¬ 
cal work and job since the training. This was an attempt 
to get at a more affective level response about the effects 
of training. Pretest feedback indicated that it was per¬ 
ceived as redundant to questions about the effects on the 
trainee's clinical work, and the affective intent was lost. 
The question was changed in the new questionnaire to 
Question #18, which asked outright for any difference in 
feelings (with the word "feelings" underlined for empha¬ 
sis) about clinical work and job. 
In the original questionnaire there was a series of 
questions which were similar to Questions #20, 21, 22, and 
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24 which asked the respondent to comment on whether they 
thought their clinical effectiveness had increased, if they 
thought their colleagues and their supervisors would say 
so, and to comment on any difference if there was one. In 
the final version of the questionnaire, Question #23 was 
added to include the client's perception of clinical effec¬ 
tiveness as well. 
Some minor punctuation and spacing problems were 
rectified in the final version of the questionnaire, but no 
other content changes were made. 
Other pretester's comments were that the questionnaire 
was quite thought provoking for her and that it made her 
think about how the training affected her thinking, work, 
and professional development. It took her three hours to 
complete, although admittedly she may have been more tho¬ 
rough in her role as a pretester than the average respon¬ 
dent might be. As a result of this feedback, however, the 
cover letter to the trainees included a comment about the 
length of the questionnaire, and an appeal to forego 
thoroughness if there was a risk that it would interfere 
with completing it (see Appendix A). 
The Follow-up Interview. The questionnaire packet 
included a description of the follow-up part of the study 
and an invitation to the respondent to sign up. The ori¬ 
ginal interview was designed to be an open ended, in depth 
interview to explore the relational dynamics of the 
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trainee's work site, and to ascertain what the effects of 
the training were perceived to be by representatives of 
that training site. For ethical considerations, it was 
thought best to leave the selection of at least one of the 
interviewees (the colleague) up to the discretion of the 
respondent. The respondent was asked to identify and give 
permission to interview their immediate supervisor, and to 
choose a colleague who could best speak to the respondent's 
work within the agency. 
A pretest interview was conducted with a supervisor 
volunteered by a trainee and within the Lawrence area's 
network of service agencies. The interviewee was asked to 
both answer the content of the questions, and at the end, 
comment on the procedure. The resulting feedback was that 
an in-person interview was not necessary to provide the 
sort of information being sought, and that an open-ended 
interview was too long, too vague, and too potentially 
annoying to produce useful results. 
The interview was thus shortened, the questions made 
more specific, and it was decided to conduct the interview 
over the telephone so as to minimize the inconvenience to 
the interviewees. Assisting in the shortening of the 
interview was the fact that the questionnaire results being 
collected were indicating the most important areas of 
inquiry to be pursued in the follow up. A copy of the 
interview protocol is included in Appendix E. The informed 
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consent form which interviewees were asked to sign is also 
exhibited in Appendix F. 
A second interview pretest was conducted using the 
same person that had pretested the questionnaire as she had 
also happened to have been the supervisor for a trainee who 
gave his consent to participate in the second part of the 
study. A single telephone pretest interview was conducted 
using the new protocol. The length of the interview was 
shortened from an hour and a half to 25 minutes, and the 
resulting information was more to the point of the major 
issues being addressed, ie. the effects of the training as 
perceived by the work site. No further changes were made 
in the interview protocol. 
III. Methods Used for Data Analysis 
Completed questionnaires were reviewed by the re¬ 
searcher to examine overall trends and patterns across the 
sample. A content analysis was made for those questions 
for which the content was an important aspect of what the 
question was eliciting. It will be recalled that some 
questions were designed not for what the content of the 
answer would reveal, but rather for the analogic informa¬ 
tion which was implied by the answers about the effects of 
training on the work site or on the trainee. The treatment 
of that data is described a little later in this section. 
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Content analysis for some questions involved a simple 
reduction of the response to its basic elements and a com¬ 
pilation of the statistics thus provided. For example, 
questions such as Question 6 which asked if the trainee had 
changed jobs and if they felt the job change was attribu¬ 
table to the training was reduced to the basic components 
of a) did trainee report a job change? and if so, b) did 
they attribute job change to the training in whole, in 
or not at all. Questions for which this type of 
analysis was conducted are Questions # 1, 2, 3, 4, 5, 6, 7, 
8, 9, and 14. 
Another kind of content analysis was involved in cer¬ 
tain other more open ended questions, where the range of 
possible responses was less finite and more subjective. An 
example of this type of question is Question # 10, which 
asked for what were the most notable effects of training on 
the trainee's clinical work. For this type of question, 
the content analysis involved listing all the responses and 
finding groupings of similar answers. This approach has 
been utilized and described by Heath, McKenna, and Atkin¬ 
son (1987) . Their study, entitled "Toward the Identifi¬ 
cation of Variables for Evaluating Family Therapy Work¬ 
shops", is very similar to this one in that it is an explo¬ 
ratory survey of a variety of expert workshop presenters, 
to discover what common elements characterize effective 
workshops. Their method of analysis was to transcribe 
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their open ended interviews with workshop presenters, and 
then to break down the transcripts into "discrete thought 
units", which were then listed on index cards and coded 
with identificatory information. These cards were sorted 
not according to a theoretical guiding principle or a 
specific hypothesis, but rather by stacking them accor¬ 
ding to similar thoughts they expressed. These stacks were 
then grouped into clusters for which a conceptual catego¬ 
rization could be defined and articulated. In this way, 
common elements of what makes up a good workshop and a poor 
workshop were identified and discussed. 
This sort of content analysis was found to be useful 
for several questions in this questionnaire. These 
questions are Question # 10, 16a, 16b, 16c, and 18. 
Certain other questions were analyzed for what they 
depicted about the effects of training on the trainee and 
on the work site. In order to ascertain this, question 
clusters were examined for analogic as well as content 
information. Raters were utilized for these analyses, and 
the process of rating is described in the section that 
follows. 
Ratings. In addition to the examiner, two other 
raters were used. The two raters were the two other in¬ 
structors of the training program. They were chosen be¬ 
cause, due to the exploratory nature of this study, it was 
desirable to have the issues of training effects looked at 
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by individuals who not only would have a good understanding 
of systemic theory and practice, but also who knew the 
training program and the students well. in this manner, 
issues and patterns discovered could be more readily 
understood in context and thus better illuminating those 
questions which would show promise for future, perhaps more 
objective research. 
Th® three raters/trainers were all themselves trained 
in structural, strategic, and Milan systemic approaches to 
family therapy, and had been practicing family therapy for 
an aggregate of 26 years. Two of the raters were doctoral 
level, while one was at an ABD level. The three raters had 
each co-taught in the program with each of the other raters 
at least one year and all three have collaborated on 
various teaching projects, workshops, and other clinical 
trainings. Two of the raters were female, and one male, 
although there were no measures in which the sex of the 
rater was believed to have any significant effect. 
The rating was done all together (in contrast to the 
pre-test skills ratings described in the beginning of this 
chapter), and using an open discussion and consensus model. 
Disagreements in ratings or interpretation of trainee re¬ 
ports were discussed and, if a disagreement persisted, the 
difficulty in rating the response was noted. In the end 
result, however, there were no items on which a consensus 
was not reached during the rating process, although some 
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situations required more discussion than others. 
The raters were given the rating instructions, which 
are discussed in the subsequent section, and the respon¬ 
dent's answers to the relevant questions being rated, each 
transcribed and coded to hide the identity of the respon¬ 
dent. The examiner, because of his more intimate knowledge 
of the responses, played a secondary role in the ratings 
and discussions for ratings. In instances where he dis¬ 
agreed with the ratings given by the other two raters, his 
disagreement would be noted only toward the end of the dis¬ 
cussion, so as to not prejudice the other raters' respon¬ 
ses. When a disagreement was noted, the discussion would 
be re-opened, with all three raters participating fully 
until a consensus was reached. 
Although the responses were identified only through 
codes, the raters would sometimes guess the identity of the 
respondent by identifiable elements in their responses. 
This happened about five times out of the 22 respondents 
coded, but another seven times the identity was guessed in¬ 
correctly. Raters were not given the identity until after 
the responses were rated regardless of whether they guessed 
correctly or not. 
It is acknowledged that this does not constitute a 
scientifically sound objectivity toward the data, but the 
reader is reminded that what was being sought was not a 
measurable truth, but identifiable patterns and issues 
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which could inform future research and give shape to future 
research methodology in the area of training evaluation. 
The description and rationale for the rating schemas 
follow. 
Rating Procedure for the Assessment of "Context 
Disturbing Effects of Training”. The following were the 
instructions given to the raters in order to rate the 
"Context Disturbing Effects of Training": 
ASSUMPTIONS: 
Systemic therapy is fundamentally different from 
traditional clinical approaches upon which most agencies 
are designed to operate. Further, there is an institu¬ 
tional need for agencies to operate on the basis of linear, 
causal assumptions, for example, medical model requirements 
of third party underwriters, funding and referring 
agencies' requirements, cost predictability, and other 
fiscal and legal pressures for accountability. Therefore, 
the introduction of systemic thinking through the trainee 
has been postulated to have a disturbing if not disrupting 
effect on the work system and/or on the trainee. 
These context disturbing effects might be manifest in 
one of several ways: either a) the work system will have 
trouble adapting to the new information brought in by the 
trainee, or b) the trainee will have trouble sustaining the 
new approach within their work site and feel discomfort, 
suffer negative social pressure from the work site, or feel 
constrained to leave the agency, or c) mutually there will 
be a distancing and possibly continuing conflictual 
relationship between trainee and work site. 
Two alternative effects might be postulated if the 
context disturbing prediction is not supported by the 
data. One is the opposite postulate, in which the effects 
of training are perceived to be context enhancing, 
increasing the agency's clinical repertoire, morale, and 
status in the community of agencies. In such a case, the 
trainee would be perceived as becoming a valued resource, 
and others within the agency would be positively influenced 
to begin to fit their conceptual framework into the 
trainee's and vice versa. The other possibility is that no 
noticeable effects result from the training. This would be 
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oe^vrdn9 3 SySt^ iS iS S° neutralized as to not'be^er-10" 
ceived as new, different, or interesting. P 
RATINGS: 
Given these assumptions, 
need to be examined and rated 
rating categories: 
the questionnaire responses 
according to the following 
, Context Disturbing Effects (CD)— Includes any evi¬ 
dence of conflict between site and student, whether it has 
e?nJ.1jei?tlf;Led bY the r®sPondent as being around traininq 
related issues or otherwise. Any sense of irreconcilable 
c^1^^erences in approaches or discomfort on part of the 
respondent or the site, or both. Respondent indicates a 
need to employ indirect or paradoxical strategies to 
change or influence work site, or does not attempt to 
change site in any way and abandons systemic approaches. 
Context Enhancing Effects (CE)— Includes any 
evidence that even if differences were perceived and were 
significant, there was acceptance of trainee's influence on 
part of work site and little or no distress or discomfort 
reported by the respondent in bringing their training to 
their work and work site colleagues. The respondent might 
report being sought out for consultation and supervision, 
and S's clinical effectiveness was perceived, accepted, 
and/or appreciated. 
Neutral Effects (NE)— Includes any evidence that S 
or site were unaware of differences in work methods, or no 
significant differences existed. No attempts to change the 
work site were made, and training was brought back without 
perceived disturbance on work site. No significant in¬ 
crease or decrease in requests for supervision and consul¬ 
tation and training. 
Not Ascertainable or Not Applicable (NA)— The 
responses do not allow a determination, or the question is 
not applicable, for example if S works alone in private 
practice only. 
RATING INSTRUCTIONS: 
The questionnaire responses are to be examined for 
context disturbing and context enhancing effects and sug¬ 
gested examples for how to rate for CD effects are listed 
below: 
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1. Questions #12 and #13 would indicate differences 
etween respondent's own clinical work and the clinic's 
approach, as well as the degree of conflict perceived 
clinical'1'approaches?tWeen "" °liniC ^ the trainee around 
2* Questions #8f, #8k, and #9, might indicate no 
perceivable increase in supervisory duties, or requests for 
input (assuming the work site remained the same) 
3. Question #6 might indicate a job change to another 
agency or program attributed in part or whole to the 
training, or might indicate a demotion from before, or no 
increase in responsibility in present job in spite of time 
elapsed since training. (A look at Questions #4 and 5 can 
also help to determine this). 
4. Questions #14 & 15 would indicate conflict or need 
for strategizing more the next time, with answers to both 
questions tending toward more indirect and covert effects 
or strategies. 
5. Questions #16a & b, and 18 might indicate distress 
or confusion. 
6. Questions #21 & 22 might indicate perceptions of 
decreased effectiveness. 
7. Question #16c might indicate a conflict or dis¬ 
turbance in work site, and Question #24 might illuminate 
the nature of the conflict. 
8. Question #11 might give an indication of the res¬ 
pondent's need to change their work method, abandoning a 
significant part or all of what was learned in training in 
response to conflict or because of discomfort in feeling 
different from setting. 
In the process of rating, the raters discovered that 
there were cases where a static rating did not accurately 
reflect the manner in which the effects of the training 
were dealt with between the work site and the trainee. 
This led to the creation of ratings which included any 
reported movement and change and its direction. Hence, 
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respondents who reported context disturbing effects in the 
beginning of training, but who then reported that these 
changed to context enhancing effects, were given a rating 
of "CD to CE". Any movement was recorded in any direction, 
but only once, such that the possible rating choices were 
increased to include the following: 
CD CD to CE CD to NE 
CE CE to CD CE to NE 
NE NE to CD NE to CE 
NA 
In the end not all of these rating conditions were 
found in the data, but certain directional ratings were 
found to exist for several respondents. 
Rating Procedures for Assessing Strategies Utilized by 
Trainees in Bringing the Training Back to the Work Site. 
The following instructions were given to the raters in 
order to assess the strategies utilized by the respondents 
in bringing their training back to their work sites: 
ASSUMPTIONS: 
The training teaches new methods based on new assump¬ 
tions about illness and change, and both the methods taught 
and clinical assumptions which underlie those methods are 
influenced by the training context. When the trainee 
brings the training back to the work site, some adaptation 
must occur in order to fit the new information into the 
work context. It is assumed that a variety of different 
adaptive strategies might be employed by the trainee. The 
trainee's choice would be influenced by several variables: 
a) by the type of setting he/she found self in, b) by 
relationships between self and others within the setting, 
c) by the personality characteristics of the trainee and 
others involved, d) by the trainee's clinical and/or 
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? ui effectivenes, and e) by the theoretical model 
n**Ih^eX£1:L<^ly and lmPlicitlY in training. As in this 
case the training model was a Milan systemic model, it is 
P°M^tble strate9ies employed by trainees would reflect 
a Milan style, systemic second order cybernetic awareness. 
In this part, the data are analyzed to determine what 
strategies the respondents employed in bringing the 
training back to their agency, and what those strategies 
indicate about the trainees' abilities to incorporate and 
utilize systemic thinking in the analysis of their own work 
systems. It is assumed that to some degree, the choice of 
strategy and how the respondent describes it will be a 
reflection of the degree to which that trainee is able to 
incorporate a second order cybernetic analysis to larger 
systems. 
RATINGS: 
Given these assumptions, each respondent's reports is 
to be examined and rated in the following manner: 
No Strategy Used (NS)— Respondent reports that no 
strategy was attempted, and raters cannot determine from 
data given that any strategy was in fact used. 
Direct Strategies (PS) — Included in this rating are 
direct attempts to influence, by teaching, giving 
workshops, legislating change, and using other overt and 
direct means of influencing others in the work site to 
change how cases are conceptualized and treated to a more 
systemic point of view. 
Indirect Strategies (IS) — Included in this rating 
are any deliberately chosen indirect strategies employed by 
the trainee to influence people within the work site, 
including strategic and paradoxical tactics which are 
utilized with the trainee's conscious and stated goal of 
influencing change in the work site. 
Reflexive Strategies (RS) — This rating is to be used 
for those situations where change is brought about through 
the trainee's ability to enter into a mutually influencing 
reflexive loop with their colleagues within their site. 
This would be characterized by evidence of 1) the 
trainee's self awareness of their role within the agency 
and their position within relationships in the agency, 2) 
the trainee's ability to remain consistent with their role 
and position in bringing about changes, and 3) the 
trainee's ability to read the feedback from their site and 
a 
adjust their interactions 
systemic conceptualization 
accordingly without abandoning 
of the problem. 
• . Codeable (NA) — No response given, or from what 
information is given, no rating is possible. This is 
distinguished from the No Strategy rating in that there is 
no statement by the respondent that they did not try to 
influence the work site. y 
RATING INSTRUCTIONS: 
Ratings are obtained by looking at responses to the 
following questions: 
1. Questions #12, 13, 14, 19, and 27 are to be 
examined to determine strategy overtly stated by trainee, 
or what strategy appears to have been used from the 
respondent's anecdotal reports of bringing training back to 
the work site. Particular attention should be given to the 
analogic or contextual level which is implied by the 
trainee's report. 
2. Questions #15, and 19 are to be examined to 
determine the respondent's ability to read and adjust to 
feedback, and to determine if change in strategy would 
occur if the first attempts to bring back the training had 
not been successful. 
As in the context disturbance/enhancement ratings 
described before, the raters found it useful to expand the 
rating categories to include change in strategies, where it 
was ascertainable. The available ratings were thus 
increased to include all the change possibilities, for 
example, from DS to RS. A grid of all the possible ratings 
is not included, as change usually only occurred within two 
types of strategies. The reader is referred to the results 
section for additional information. 
160 
Analysis of Follow-up Interview Responses. Due to the 
exploratory nature of this study, the follow up interviews 
were treated as a means to provide more in-depth, quali¬ 
tative information to illuminate the process through which 
the trainees' brought back the training into the work site 
the effects perceived by those who work within that 
site. Through the questionnaires, one perspective on this 
process was obtained--that of the trainee. The interview 
offered the opportunity to develop a binocular vision not 
only on the process, but how that process was understood 
and experienced by others who were not part of the training 
but were witness to its effects. 
To this end, the interviews results were subjected to 
an analysis along three dimensions. The first dimension 
was an analysis of both the content and the analogic level 
of response to determine if there were any discrepancies 
noted between the reports of the trainee in the question¬ 
naire, and those of the supervisor and the trainee's col¬ 
league, and whether any evidence of context disturbing 
effects was present. The interviewer was alert to any 
covert or indirect indication of conflictual or problematic 
after-effects of the training or ideas brought back by the 
trainee. The second component of the analysis was an exami¬ 
nation of the reasons given for the phenomena observed by 
the supervisor and colleague. These reasons were also 
compared and contrasted to the experience reported by 
161 
the trainee in their questionnaire responses. Finally, any 
recurring trends or common themes in the comments of super¬ 
visors and colleagues across the work sites about the ef¬ 
fects of the training or the process used by the trainees 
to bring the training back to the sites were noted and 
reported. 
Finally, as has been noted in Chapter III, the family 
therapy training literature has been lacking in evaluative 
studies which look beyond the self-report of the trainee. 
A fuller understanding of the effects of new information on 
a system can only be obtained if evaluative feedback comes 
from several different sources. The difficulties and ex¬ 
pense of in-depth site studies may have been a major factor 
in limiting this sort of investigation in the past. For 
this reason, it was also the intent of this study to find a 
suitable and "doable" method of obtaining other-than- 
trainee information. This study also represented an experi¬ 
ment in the use of a telephone interviewing procedure as a 
more feasible means of collecting useful information from 
other sources within the work site and as an alternative to 
a site visit, face-to-face interviewing, or other more 
extensive procedures. 
The following chapter will examine the results 
obtained by utilizing the methodology described in this 
chapter. 
CHAPTER VI 
THE RESULTS OF THE STUDY 
Organization of this Chapter 
This chapter lists and describes the results obtained 
by the various methods employed in the study. it is orga¬ 
nized in three parts. The first part describes the charac- 
teristics of the sample. The second part describes and 
the results of the guestionnaire according to scoring 
groupings. The last part of the chapter describes the 
results of the interview portion of the study. 
I. Characteristics of Sample 
The Overall Sample Population. The overall sample 
group consisted of 44 persons who had completed at least 
one year of training in the Lawrence Externship Training 
Program over the span of five years of the training pro¬ 
gram's existence. Questionnaires were sent out to all 
forty four former students. Of those, 22 returned a com¬ 
pleted questionnaire, 4 were returned by the post office as 
undeliverable, 15 did not respond in any way, one responded 
too late, after data had already been analyzed, one res¬ 
ponded by personal communication to say he was too busy at 
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work to complete the questionnaire, and one called to say 
she felt the questionnaire could not be answered because of 
the administrative nature of her job. A final N of 22 
questionnaire respondents was thus obtained. No attempt 
was made to further solicit responses from the 15 non¬ 
respondents . 
The overall sample of persons trained included more 
women (28) than men (16). The percentage of returned 
questionnaires was higher for women than men as 60.0% of 
women who received the questionnaire responded versus a 
46.3% return rate for men (see Table 1). 
Table 1. Respondents and Non-respondents by Sex 
Respondents Non-respondents N 
Male: 7 8 15 
(46.7%) (53.3%) 
Female: 15 10 25 
(60.0%) (40.0%) 
Tot. N: 22 18 40 
Note: Respondents whose questionnaires were returned as 
undeliverable were not included in this table. 
A further break down of the characteristics of the 
questionnaire sample versus the over-all sample is provided 
in following tables: Table 2, which illustrates the educa 
tional status and the professional disciplines of respon- 
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dent and non respondent groups; Table 3 which represents a 
breakdown of respondents versus non-respondents according 
to the instructors they had during training; Table 4 which 
compares the two groups according to number of years in the 
training; and Table 5 which breaks the two groups down 
according to number of years that elapsed since training. 
As Table 2 illustrates, the respondent group was more 
equally represented by all the disciplines and educational 
levels, whereas the non-respondent group was more heavily 
represented by Master's level clinicians (all but one non¬ 
respondent was at Master's level) and in particularl by 
social workers, as 69% of non-respondents were social 
workers. 
Table 2. Respondents and Non-respondents by Professional 
Degree and Educational Level 
By Professional Degree 
M.A. Doc. 
Psych Psych M.S.W. E.T. 
Respond; 4 
Non- 
Respond: 3 
Tot. N: 7 
9 
13 
R.N Other N 
3 22 
18 
40 
M.A. Doc. M.D. N 
Respondent: 16 5 1 22 
Non- 
Respondent : 17 1 0 18 
Total N: 33 6 1 40 
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The scatter of respondents versus non-respondents was 
rather even when correlated to the instructors (Table 3) 
It is important to point out that the N's in this table are 
higher as each individual trainee was likely to have had 
more than one instructor during their training. 
Table 3. Respondents and Non—respondents by Instructors 
Miller Harkaway Pirrotta 
Respond: 7 
(50.0%) 
19 
(55.9%) 
12 
(52.2%) 
Non- 
Respond: 7 
(50.0%) 
15 
(44.1%) 
11 
(47.8%) 
Tot. N: 14 34 23 
Predictably, as can be seen in Table 4, the response 
rate was worse for those who completed only a single year 
of training versus those who completed two years (46% 
versus 69%) ; but was not clearly correlated to number of 
years that had elapsed since training, as trainees who 
graduated three years prior to the questionnaire responded 
at a higher rate than two or one year (see Table 5). 
Table 4. Respondents and Non-respondents by Years 
Spent in Training 
1 year 2 years N 
Respondent: 13 (48.1%) 9 (69.2%) 22 
Non- 
Respondent : 14 (51.8%) 4 (30.7%) 18 
Tot. N: 27 13 40 
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■^^kls 5. Respondents and Non—respondents by Years 
Elapsed Since Graduating from Training 
4 yrs. 3 yrs. 2 yrs. 1 yr. N 
Respond: 1 
(33.0%) 
6 
(75.0%) 
6 
(46.1%) 
9 
(56.3%) 
22 
Non- 
Respond: 
2 
(66.7%) 
2 
(25.0%) 
7 
(53.8%) 
7 
(43.7%) 
18 
Tot. N: 3 8 13 16 40 
Characteristics of the Respondent Sample. The res¬ 
pondent sample consisted of 22 respondents who returned a 
completed questionnaire, and signed the consent to parti¬ 
cipate form. Of this group, there were 4 Social Workers; 5 
Expressive Therapists of which four were at the Masters 
level and one at a Doctoral level; 7 psychologists, of 
which four were at a Masters level, and three were at a 
Doctoral level, with one of the three having a Doctor of 
Ministry degree but training and licence in psychology; 3 
Masters level psychiatric nurses; one child psychiatrist; 
one nutritional counselor; and one Doctoral level 
university professor in communications. 
The sample's post-graduate clinical experience, de¬ 
fined in number of years (rounded to the nearest whole 
year) of clinical experience after one's first graduate 
degree to the moment of responding to the questionnaire, 
ranged from 2 to 17 years, with a Mean of 7.1 years and a 
Median of 7.5. Thirteen were below the median and nine 
were above it. 
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The respondents worked in a variety of jobs, with ten 
listing more than one present place of employment. The 
summary of the types of sites where respondents worked is 
listed in Table 6 and shows the largest number working at 
least part of the time in CMHC type community clinics or 
specialized treatment programs serving the public, such as 
day treatment, or psychoeducational programs. Interes¬ 
tingly, none reported work in hospital inpatient settings, 
although it is not possible to distinguish from how the 
questions were asked whether any of those respondents 
working in CMHC clinics also work with inpatient units 
within the clinics. 
Table 6. Types of Work Sites of Respondents 
Type of Setting_# of Responds. 
Community Mental Health Centers 9 
Specialized Treatment Programs 9 
Private Outpatient Clinics 6 
Teaching Positions or Academia 4 
Hospital Inpatient Unit 0 
Other (eg. consultations, private pract.) 2 
N= 30 
Note: Ten respondents list more than one place of work. 
Respondents also worked in a variety of capacities, 
with 8 reporting more that one job within their agency. 
Table 7 shows the positions in which respondents work, and 
illustrates a large number who do direct clinical work. 
This table also is interesting in that it illustrates that 
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respondents list a variety of jobs which are not direct 
clinical work in the traditional outpatient sense of the 
job. Five respondents had a mix of clinical and admini¬ 
strative and supervisory duties, and a few had teaching, 
consulting, and administrative jobs, including one who had 
responsibilities as a parish minister. 
Table 7. Respondents Positions in Present Work Site 
Type of Position_# of Respondents 
Clinical line staff 
Clinical, administrative, & supervisory 
Clinical, private practice 
Teaching or academic 
Administrative only 
13 
5 
3 
2 
3 
N= 26 
Note: Eight respondents list more than one work site 
with a different role in each site. 
II. Questionnaire Scoring Groupings 
The rest of the questionnaire responses were coded and 
are reported according to four groupings. The first group¬ 
ing includes those questions which were utilized primarily 
for a more in depth understanding of the respondent and 
his/her work and work site, or in order to set the context 
to better understand the trainee's situation. The second 
grouping includes questions and question clusters which 
give information about the effects of the training on the 
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trainee. The third grouping of questions includes those 
questions which give information as to the effects of the 
training on the respondent's work site. The fourth 
includes those questions which give an indication 
of the manner in which the respondent brought the training 
back to their work and work site. The report of the 
results in these last two question groups will also 
describe how certain questions were used, and how the 
responses were scored, to determine the degree to which a 
conceptual change in thinking is reported and/or apparent 
in the respondents. 
These groupings represent the basic issues that this 
study is attempting to illuminate. However, the question¬ 
naire was designed more as an open ended instrument which 
could prompt the respondent to give descriptive, anecdotal, 
and thorough answers and think about effects in ways in 
which they might not have otherwise. As a result, many of 
the questions cannot stand discreetly on their own but only 
make sense in light of a clustering of answers, and con¬ 
versely, some questions are illustrative of several issues. 
There are several questionnaire items, then, which will 
appear in more than one grouping. The groupings, the 
questions and question clusters which make up the group¬ 
ings, a description of coding schemes used to reduce the 
data, and the results of the preliminary analysis of the 
data follows. 
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A. Responses Providing Contextual and Descriptive 
Information: 
Job Description, setting, and change in setting; 
Questions # 4, 5, 6, and 7. These four questions address 
the description of the respondent's work before and after 
the training (Questions #4, 5 and 7), and whether any job 
change decisions were affected by the training, (Question 
#6) . As summarized in Table 8 of the 22 respondents, 11 
reported a change in job setting against 10 who remained in 
the same setting, (one respondent reported leaving her job 
for maternity reasons) . Out of the 11 who changed job 
settings, 6 attributed some effects of the training on 
their decision to change jobs, with two out of the six 
qualifying this effect by stating outright that its effect 
was indirect, or not the primary reason. The other five 
explicitly stated that the training was not related to 
their decision to change jobs. However, four out of these 
five did describe the training as having an effect on their 
choice of setting or position sought. The one respondent 
who left her job to become a mother, stated that when she 
returned to the work force, she would not seek out a job 
which involved her doing family therapy, hence, although 
she did not change jobs for reasons attributable to the 
training, the training had an unexpected negative effect on 
her choice of job if she were to seek a new position. 
T
a
b
le
 
8.
 
T
ra
in
in
g
 
E
ff
e
c
t 
o
n
 
Jo
b
 
C
h
a
n
g
e
s 
171 
co 
-P 
G 
a) 
o 
u 
CO 
•H 
14 
CO 
UH 
O 
0) 
CO 
G 
<T3 • 
O O' 
0 G 
13 -H 
G 
13 -H 
O cd 
•n p 
4-> 
£ 
0 G 
G -H 
-P 
G 
0 
O 
•H 
o 
13 
O 
13 
0 
•i—i 
0 
Z 
O ^3 
-P 0 
G 
t 
0 0 
O' co 
G O 
cd i—i 
13 O 
O 
Oo 
G 
•H 
G 
•H 
rd 
P 
-P 
13 
O 
'O 
o 
-p 
u 
SB 
S 
u 
o 
• +J 
>1 
■p X 
•H Eh 
G 
P >i 
0 cd 
-P Q 
fd 
e 
13 CO 
O 0 
•n-H 
s i—I 
•H 
+j e 
13 cd 
O'U-i 
G • 
0 (0 
■p 
* o 
G Cd 
p 
14 0 
0 0 
& -H 
T3 
e 0 
13 cd P 
O P o 
•r-l (20 0 
o UH 
o pp 
Z CM cd 
>1-p 
<H G 
r—1 -H 0 
P 3 
O rO 
4H < 
,-P 6 
<P o 
0 P 
PI fa 
eon 
cd 
i 
G 
O 
O G 
•H 
Do 
G co 
•H 14 
P 
0 
-P 
to i—c 
o 
13 
-P -H • 
G X -P 
13 CO G 
0 
: ‘>ig 
p rd h g 
0 cu o 
■p & p 
cd cd -h 
0 
0 
p 
cd 
o 0 
P 
G 
G 
■P 
co cd 
cd i3 
Z -p 
-P 0 
O 14 
0 G 
4H -P 
C+H 
• 0 o 
0 -p 
Oo -p 
G O 0 
cd 0 O 
13 P G 
O -H 0 
Td ra 
0 G -H 
Z H MH 
-p G 
O 0 
G 
P 
TJ 0 ■H 6 
P 
O 
e H 
H P 
O fa 
G G 
O O 
(OOP 
cd 
0 -P G 
P Cd -H 
13 
Xi -P 'G 
P 0 
id 0 G 
P 
G 
•H 
CO 
0 ■H 
-P 
•H 
rH 
•H 
13 
•rH 
CO 
G 
O • 
a 13 
co o 
E 
cd co 
cd cd 
cd 13 
o o 
•H \ 
G 
•H >i 
■H p 
o cd 
E 
O -H 
■P P 
CU 
O' 
G O 
•H -p 
4-> 
I EH 
P 
G 
0 
•H 
-P 
0 > 14 
0 P 
G 0 
2 
C 
•H 13 
U 
cd co -h 
i p 1113 0 H H 5 
Z G -P 
= 10-H g 
G <H Cd 
id o-h p 
U 13 O' 
0 
TO 
0 
-P 
cd 
G 
CO 
G 
O 
O 0 
P 
G 
G 
O 
P 
a CO 
T3 
0 
P 'O 
cd G 
cu cd e 
cu Cd 
G X 0 
H W -P 
0 
-P 
cd 
0 „ - 
P 0 CU 0 0 
O -P CO to -H 
CO 0 p rH 
>i P 13 -H 
cd E 
c cd d >iOhp 
0 o cd 
CU C 14 G 
-H 0 O X 
0 O' O 0 
33 cd Eh CO 
O 
-P C/3 
13 I CO 
O 0 G 
^ O' O 
G CU 
O cd co 
Z 13 0 
U fa 
< 
13 
O 
OD 
n 
0 0 
u -p 
•h o 
o 0 
13 4H 
u 4H 
< 
-P G 
U XrH 
0 13 cd 
UH P 
U-i Eh 
< 
0 
13 O' 
O G 
i-d cd 
13 
U 
< 
z 
o < 
z z X z 
c 
z 
o < 
z z 
< 
z 
CO CO CO CO CO CO 
0 C 0 0 0 < 0 0 
X Z X X X X Z X X 
co cd cd 
0 < 0 0 0 < G G 
Z Z Z X X z z a a 
CO co CO CO CO CO 
0 0 0 0 0 0 0 0 
X Z X X X X Z X X 
o 
z 
CO 
0 0 
Z X 
< 
z 
< 
z 
CO 
0 
X 
< 
z 
< 
z 
z 
0 
z 
< 
z 
0 
z 
< 
z 
0 
z 
< 
z 
o 
z 
EH 
z 
w Q 
z 
o 
fa 
C/3 
w 
fa 
cn ro 
o o 
Ln 
o o o 
r- oo 
o o 
O' 
o 
CN CO O 
w
it
h
 
T
a
b
le
 
8
. 
T
r
a
in
in
g
 
E
f
f
e
c
t
 
o
n
 
J
o
b
 
C
h
a
n
g
e
s
 
(C
o
n
ti
n
u
e
d
) 
172 
fa G 
U >i-H 
CD X <d 
fa p 
M-l H 
< 
Q) 
X O' 
O G 
t) td 
X 
U 
td fa O' 
P G G 
O X 
fa 
O 
O 
T3 Eh 
H 
G 
H 
X td 
P 
fa -p 
G ■H O 
Td B 
td 
O G 
td 
l 
Q) 
rH 
fa 
e 
o 
o 
d) 
Td 
G 
rH 
o 
G 
•H 
O' O 
G -P 
H 
> 0) 
> fa fa 
O O G 
> 
G -H 
H P 
-P 
fa-P 
h td 
Td X 
G co fa 
G - 
P G 
CD co 
CO -P Q) 
G O 
H Td 
Td 
Q) 
fa 
G 
CD 
-P 
CO 
cd 
£ 
cd 
W G 
<d -h 
o 
X 
>1-p 
e 
>i 
Td fa 
CD -H 
co g 
td (d 
d) m 
P 
o i-a 
G 
O 
d) O'fa 
G 
H Td 
G d) 
O CD 
G P 
CD O 
Cn g 
cd 
P Td 
d) cd 
E 
-P 
G 
•H 
O 
G ■H _ 
CO -H Td G CO CO 
G fa 
O' o 
•H 
co a) 
G 
td 
P fa 
X 
>i CD 
id td G 
td 
E o 
td d) 
co 
G 
O 
P 
G 
-P 
G 
d) 
> 
Td 
td Td 
CD 
CD 
d> fa 
O 
fa 
CD 
E 
i-3 Td 1 G fa P 
• CD O' <d CO CD 
co to > <D CD CD fa P i—i td Td co p p td • CD fa X 
_ CD CD CD X fa CD *H 5 -H X fa 0 faX fa CO fa G s 0 CO 0 a -H •H • X 
H 
E 
fa td 
G fa 
<D 
-H fa 
fa O 
td 
fa G 
fa O >1 
3 -H s 
0 fa = 
H 
G ■H 
G 
O ■H 
fa 
td 
fa E o 
•h td 
O CD >i 
•H fa fa 
fa -H 
P X B 
(d Eh td 
fafa fa 
co 
d) 
co 
td 
d) 
d) 
• fa 
CT> CD 
c e 
•H 
G d) 
•H Td 
td td 
p a fa = 
fa o 
fa E 
<D td 
X 
fa 
O' G 
G d) 
•H fa 
E >i 
G fa 
P 
O fa 
td XI 
O 
d) 
> ■H 
fa 
•H 
CO 
O Td = 
fa CD CD 
•H P 
d) fa O 
P fafa 
O fa CD 
E < XI 
, E 
p td 
o fa fa . 
o 
o d> 
x p 
o o 
co g 
o * 
■p p 
c 
o 
•H 
fa 
G fa 
■H 
fa 
CO 
G 
•H 
O' O 
c 
•H 
X 
G 
•H 
c x 
G fa 
CD 
fa o 
O -H 
CO 
d) 
fa 
td 
G 
Td 
td 
p 
O' 
CD d) 
O' O'r0 
G G 
td td 
x x 
o o 
CO 
E 
CD 
fa 
CO to 
o 
co x 
o 
o fa 
CD CO 
•H 
O O CD CD 
15 13 K P 
d) 
h x 
td = 
E 
d) 
fa 
to 
>lTd 
to d) 
G 
p 
G 
fa 
d) 
p 
CD >-3 
P 
X 
Eh 
fa IP 
X 1 CO 1 
0 CD G 1 
•-3 O' 0 1 
G fa 1 
0 td co 1 
2 X d) 1 co co • 
U Ph 1 < CD CD < c 0 0 c < - 
< 1 2 >H >H 2 2 2 2 2 2 d) 
co 
1 td 
Td 1 CD 
CD CD 1 P 
X O fa 1 O 
0 -H O 1 G 
0 CD 1 •P 
X fa 1 co co s 
U fa 1 < < C <3 < < C CD CD 
C 1 2 2 2 2 2 2 2 >h >H CO 
O 
2 
CO 
CD 
>H 
c 
2 
O 
2 
C 
2 
0 
2 
co to 
Q) (D 
>H 
tfl CO 
d) d) 
>H >H 
CO 
<C d) 
2 2 >h 
to 
O O CD 
2 2 >h 
O 
2 
to 
<D 
>H 
in in oo O' O fa 
fa CM CN 
CM 
CM 
CD 
fa 
td 
o 
•H 
Td 
G ■H 
CO 
CD 
X 
Eh 
CD fa 
0 
2 
173 
In some cases where the respondent did not change 
their job setting, their position within their setting 
changed to incorporate new or additional responsibilities. 
This was reported in four out of the 10 cases where the job 
setting did not change. In two other cases in which no job 
setting change was reported, the respondent took on addi¬ 
tional work involving family or systemic work outside of 
the primary job setting. In four cases, no change was 
alluded to or could be surmised from the responses. These 
four cases were scored as no change. This data is also 
summarized in Table 8, including explanatory comments about 
the responses that include verbatim comments from respon¬ 
dents where possible, or a summary of the response in cases 
where the response was too lengthy or obtuse. 
It is interesting to note in this table that two 
respondents collaborated in taking on a new additional 
responsibility through participation in the formation of a 
systemic family consultation team, which they attribute to 
the effects of the training they received. 
How Respondent's work is similar and dissimilar from 
method taught; Question #11. This question asked the 
respondents to compare their working method and clinical 
approaches to what was taught in the training. The wording 
of the question was meant to imply that the respondent 
answer according to how they adapted their working method 
as of the present moment within their work site. The aim 
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of the question was to obtain more clinically specific 
information as to how learning was adapted by the trainee. 
The responses do in fact indicate that the question for the 
most part was answered according to their work style in the 
present moment, but many chose to focus more on the con¬ 
crete and obvious methodological differences rather than 
the more subtle differences in approach to a case. Hence, 
many respondents mentioned how they did or did not work 
with a team, or with a one way mirror, or with the whole 
family, or used circular questions in a session. 
B. Effects of Training on Trainee 
There are two sets of questions included in this 
section. The first set is made up of the responses to 
Question #8 and Question #9 where the trainees were asked 
to list activities before and after a specific event, ie. 
their training, and therefore any causal effects of 
training are not necessarily explicitly reported by the 
trainee, and can only be inferred by the experimentor. 
The second grouping which includes the question clusters 
around Question #10 and around Question #20 does ask the 
trainee to comment on the effects of training, and 
therefore can be reported as the trainee's opinion. 
Work activities before and after the training^ 
Question «8. This question asked the respondent to report 
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on ths estimated amount of time spent in various work 
activities before and after the training regardless of 
whether their place of employment or job situation had 
changed. As constructed, the question did not specify a 
percentage of time, but rather estimated time during a 
typical work week. Because of the way the question was 
constructed, it was not possible to accurately control for 
a change in number of working hours per week before and 
after the training. This appeared to be a problem for at 
least two respondents and possibly for a third. One res¬ 
pondent commented that she could not complete the question 
as her hours had been drastically reduced since the train¬ 
ing because of her return to graduate school. A second 
reported times in hundreds of hours, presumably reporting 
on her time for the year rather than the week, but neverthe¬ 
less not in a manner which could be scored. A third res¬ 
pondent began to fill in the blanks but ended up making a 
general statement instead. Only 6 out of the remaining 19 
reported the same total number of hours before and after 
training, and 6 others were within a plus or minus 3 hours. 
One respondent, whose primary work is not as a clinician 
but rather is an academic, responded by only listing those 
hours which are clinical in nature. 
Because of this problem with how the question was 
stated, the resulting data must be viewed in terms of 
percentages rather than hours. The hour values for each 
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response were converted to percentage of total time spent 
at work for both before and after training. The coeffi¬ 
cient usually would be different in the before column than 
the after training column. For example, one respondent (S 
21) accounted for a total of 45.5 hours in breaking down 
her before training activities and 39 hours in breaking 
down her after training activities. In the "Individual 
Therapy" category she lists 8 hours before training and 4 
hours after training. To compute her before training Indi¬ 
vidual Therapy T Score, the 8 hours reported is divided by 
the 45.5 hours total before training time to obtain a T 
Score of 17.6 (which represents 17.6% of work time before 
training that was spent on individual therapy). Her T 
Score for post training is obtained by dividing the 4 hours 
reported by the 39 total post training hours reported, ren¬ 
dering a 10.2 % or a T Score of 10.2. This way, the T 
Scores can be compared to obtain the net increase or 
decrease in each activity post training. In the case of 
S21's example quoted above, the net change is -7.4 for 
Individual Therapy, or a decrease in individual therapy 
activities by 7.4 percentage points. 
Xt is important to note that the above example does 
not represent a 7.4% decrease in therapy activity, as it 
might be easy to assume if it were expressed as a 
percentage rather than a score. A decrease from 8 hours to 
4 hours would be more like a 50% decrease, but given the 
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^^^erence ^-n coefficients, it would be inaccurate to 
express the score in this manner. To obtain the percent of 
decrease in individual therapy activities, one would have 
to divide the T2 score by the T1 score, in this case 
obtaining a 60% decrease in this particular activity. 
Table 9 lists values which represent the change 
between work time before the training (Tl) and work time 
after the training (T2) expressed as a change score or plus 
or minus C Score, in other words, C = T1-T2. For brevity, 
only the scores which are of significance to this study are 
reported. Hence categories 8d (Group Therapy), 8e (Case 
Management), 8h (Case Related Paperwork), 8j (Staff 
Meetings), and 81 (Community Organization) have been 
included in the calculations, but have not been listed in 
the table. Also, again for brevity and clarity of repor¬ 
tage, several categories have been combined and reported as 
combined scores. The combined categories and their 
rationale is as follows. The categories for Family Therapy 
and Couples Therapy have been combined because during the 
training, no distinction was made between systemic 
approaches to family therapy and systemic approaches to 
couples therapy. Combining the two more accurately 
reflects how the two therapies were treated in training. 
The categories for Supervising Others (8f) and Providing 
Training or Consultation to Others (8k) have also been 
combined as what is of interest in this study is evidence 
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for how much the respondent has been used as a clinical 
resource before or after training, as a rough measure of 
the person's clinical value to his/her place of work. 
The results of compiling the before and after data 
demonstrate some important trends. As one would expect for 
a family therapy training program, there is a consistent 
and marked decrease in the reported instance of individual 
treatment and an increase in family and couples treatment. 
Out of the 17 who reported statistics, 11 reported a de¬ 
crease in time spent doing individual treatment. Simi¬ 
larly, 11 out of the 17 reported an increase in combined 
family treatment and couples treatment, although only 7 of 
these are people who reported a decrease in individual 
therapy. In other words, not all who decreased their 
individual treatment time ended up increasing their family 
and couples therapy time. For some, reduced C scores in 
individual treatment corresponded to an increase in C 
scores in administrative time (7 out of 11) , or supervisory 
and teaching time (8 out of 11) . 
Also decreased was the percentage of time spent on 
other traditionally common treatment activities as seen by 
a reduction in group therapy C scores (11 out of 17) , and 
case management C scores (9 out of 17). This latter is a 
potentially puzzling statistic as much of systemic therapy 
can involve the management of the out-of-the-therapy-hour 
components of a case, such as larger system contacts, and 
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letter writing to the family. It is possible that respon¬ 
dents read the case management category in its strictest 
traditional sense which implies the advocacy for and co¬ 
ordination of all aspects of a client's life that contri¬ 
bute to his/her disfunctionality. 
As would be expected, the C scores of the category 
Supervision Received also declined, but not as frequently 
as would be expected (6 out of 17 as opposed to 5 for whom 
it increased) . This may be mediated by other factors which 
are unrelated to the training, such as the need for super¬ 
vision for licensing and certification requirements or 
interest in continued learning and improvement. 
The C scores were broken down between those respon¬ 
dents who changed jobs since the training, and those who 
remained in the same job, in an effort to determine if 
there were any patterns of time use which would shed some 
light on the reasons why people chose to change or the 
characteristics of how the adaptation of the training into 
an existing position differed from those who applied the 
training to a whole new "canvas". The results, again 
displayed in Table 9, indicate only small differences in 
the C score profiles of job changers versus non-job 
changers. One small difference is noticeable in the fact 
that those who changed jobs tended to report increased C 
scores in Administrative Duties (8 out of 10 for job 
changers with none reporting a decrease versus 2 out of 7 
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for non-job changers with 3 reporting decreases), indi¬ 
cating that job changes might have been more for reasons of 
upward mobility rather than being exiled from the previous 
job situation. This hypothesis is further reinforced by 
the larger percentage of job changers whose C scores were 
higher in the giving of training and teaching (7 out of 10 
for job changers, versus 2 out of 7 for non-job changers). 
Job changers also clearly decreased their C scores in 
the category of Group Therapy (9 out of 10 versus 2 out of 
7 for non-job changers). This may again be understood as a 
function of upward mobility, as many less experienced so¬ 
cial workers and expressive therapists are hired or assig¬ 
ned to run groups because it is believed they can do less 
damage with a group than with the responsibility of a case, 
and because it is treated as an undesirable and lower 
status activity. This is especially true in the politics 
of public mental health, were the emulation of private prac¬ 
titioners ' freedom to do outpatient therapy with indivi¬ 
duals and families is highly regarded and reserved to only 
more senior or more experienced clinicians. 
There was only a minor difference in the C scores of 
the two groups, but that difference supports the hypothesis 
advanced in the previous paragraph. In the group that 
changed jobs, there were four out of the ten cases in which 
the individual therapy score actually increased and only 
one of those had a corresponding decrease in the family 
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therapy score. This compared to only one non-job changer 
who had an increase in individual therapy score. This 
would be consistent with an understanding that job changers 
moved to jobs where they could do more 'higher status' 
clinical activities overall, meaning more individual and 
family therapy, as well as supervision, training, and 
administration. 
Informal requests for consultation or supervision; 
Question #9. This question goes beyond what was asked in 
Question # 8k in that it asks the respondent to think 
specifically about the frequency of informal requests for 
supervision and consultation rather than the formal in¬ 
crease of duties being tapped in the previous question. Of 
the 22 respondents, one who left her job due to pregnancy 
was included for consideration in this question, as she 
answered the question as per her job situation after the 
training but prior to her pregnancy leave. Of those, 16 or 
72.7% reported an increase of informal supervision 
requests, with four of these 16 adding words like "much 
more often" or "considerably more often". One person 
responded with a figure of approximately 25% more often 
than before. Of the six who did not specifically report an 
increase in informal requests for supervision, four of them 
(18.2% of all respondents) reported that such requests 
occurred, but they occurred with the same approximate 
frequency as before the training. Of this group, one simply 
183 
said the frequency was the same; another said that although 
the frequency of being asked did not increase, the quality 
of answer they could offer in response to such requests 
changed; a third qualified their same-as-before answer by 
stating that they were now in a student intern position as 
opposed to the staff position they had held before the 
training. Yet another qualified their no-change-in¬ 
frequency answer as follows; 
(504) —Yes, I was asked for consultations, probably 
as much as before the training, however I had a 
far better understanding of systemic thinking 
and was more confident in responding to fami¬ 
ly issues questions. I felt my expertise had 
been expanded after the training. 
One other said requests occurred, but they could 
not compare accurately due to a change in job situ¬ 
ation. 
Only one respondent reported a decrease in such 
requests, but explained as follows: 
(505) —...probably [asked] less often now largely due 
to my no longer working on a treatment team 
(eg. decrease incidence of tx plan/case re¬ 
views, processing groups, and general contact 
w. clinical peers). [sic] 
Effects of training on trainee's work and self; 
Questions #10. 16a, 16b, 18, and 27^ In the review of 
responses to the questionnaire, it quickly became clear 
that in order to ascertain what were the effects of the 
training on respondents' clinical work, several question¬ 
naire items would have to be examined. Question #10 asked 
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the respondents outright to report on the effects of 
lining on their clinical work. Later in the question— 
naire, the question was asked again in item #16b, in an 
attempt to push respondents to clearly differentiate bet¬ 
ween effects on themselves, their work and their agency. A 
reading of the responses indicated that respondents tended 
to answer Questions #10 and 16b identically, and used 
Question #16a (on the effects of training on themselves) 
and in some cases Question 18 (on the affective effects of 
training) identically and as an embellishment of their 
answer about their clinical and professional sense of 
themselves since the training. It seemed, therefore, that 
viewing the responses to these four questions as a whole 
rather than discreetly, provided a better sense of how the 
respondents were gauging the effects of the training on 
themselves and their work. 
Table 10, "The Effects of Training on Clinical Work and 
Self", displays the range of responses on the effects of 
training. Responses were coded according to conceptual 
categories derived from a reading of all the responses, and 
each phrase or statement was coded separately, hence any 
one respondent may appear in several categories. However, 
each distinct "bit" of information was coded only once. 
For example, someone reporting feeling both more "confident 
and competent" about their clinical work would have been 
coded under Category 11, Increased Confidence, and 
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Category 1, Increased Effectiveness, but the confidence 
part of the statement would not also be coded for Category 
2, Feel Better About Work. The conceptual categories, what 
was coded under each category, and an example are listed 
below, along with the frequency of response in 
parenthesis. Categories are listed according to four 
general conceptual groupings: Group 1 is "General Effects 
on Clinical Work", Group 2 is "Use of Systemic Concepts", 
Group 3 is "Change of Attitudes Toward the Family", and 
Group 4 is "Effects on Personal or Professional Self". 
Group 1: General Effects on Clinical Work 
Cat. #1. Increased Effectiveness- (63.6%) Includes any re¬ 
port of feeling more competent, more effective, or 
more clinically able either generally or specifically 
in regards to family therapy. 
Eg. "...I feel more competent and I think differently 
than before the training" (S 18 in response to 
Question #16b). 
Cat. #2. Clear, Articulate- (27.3%) Includes any report of 
feeling more clear about one's working method or 
theory, or more able to articulate to one's self or 
others about their work in general or with families. 
Eg. "I have become more rigorous and clear about why 
I choose to intervene in a given manner. I am also 
better able to articulate my hypothesis about a 
case..." (S22 in response to Question # 10). 
cat. #3. More Creative- (22.7%) Includes any report about 
being more creative or imaginative in clinical work. 
Eq. "...Increase in my ability to integrate other 
treatment modalities... better able to work with these 
differences in creative and constructive ways... 
(S13 in Question #27). 
Cat #4. More Flexible- (45.5%) Includes any report of 
--increased flexibility in interventions, 9r®^er 
number of options for intervention or conceptualizing 
a problem, more techniques to choose from. 
! 
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Eg. "More ideas about how to work with families... 
Have more variety of things to try in my work." 
(S07 in response to Question #16b). 
Cat. #5. More Tolerant- (18.2%) Includes any mention of 
having more tolerance, understanding of, or appre¬ 
ciation for other points of view from colleagues, or 
other techniques or methods. 
Eg. "I developed a greater appreciation and recep¬ 
tivity to the contributions (generally linear) of 
other clinicians as an essential part of the 'linear 
orgy' leading to a more comprehensive circular hypo¬ 
thesis..." (S12 in response to Question #10). 
Group 2; Integration of Specific Systemic Concepts in Work 
Cat. #6. Family Context- (50%) Includes any report of inc¬ 
reased awareness of family or relational context of 
mental illness, effects of family relationships on 
presenting problem or symptoms, or need to work with 
or understand the family as well as individual. 
Eg. "I felt much more capable of understanding the 
person (client) in his system and therefore under¬ 
stand resistance to change or inability to change... 
(S04 in response to Question #10). 
Cat. #7, Larger Context and Self- (50%) Includes any report 
of increased awareness of the larger context or one's 
own therapeutic context in relation to understanding 
or working with the presenting problem or family; 
awareness of effects of other professionals, refer¬ 
ring sources, one's own agency needs, policies, as 
well as one's self as part of the system when working 
with the family or individual. 
Eg. "..1) Awareness of my membership in the treatment 
system and the extent to which I participate in co¬ 
creating it, and 2) awareness of symmetrical escala¬ 
tions, my participation in them..." (S09 in response 
to Question #10). 
Cat #8. Millf.iPie Realities- (36.4%) Includes any report of 
awareness of or appreciation for the concept of mu 
tiple levels of reality and how it is useful in the 
treatment or evaluation process. Only specific men 
tion of multiple or alternative realities or levels 
Ea m»anTh^ training^was helpful in [giving one) a 
sense*of permission to tolerate and explore alternate 
realities/hypotheses/definitions of success, etc... 
(S06 in Question #27). 
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Cat. #9. Scientific Attitude— (22.7%) Includes any report 
of a more curious, scientific, less judgmental ap¬ 
proach to the family or client. 
Eg. "..In assessment my inquiries to members of the 
system are based on curiosity and interest rather 
than on developing a brief theory on the causation of 
the problem." (S08 in response to Question #10). 
Cat. #10 Circular Questions- (22.7%) Includes any mention 
of use of circular questioning or circular questions 
as a technique in one's work. Only specific mention 
of the technique was scored 
Eg. "..I've developed a more sophisticated interview¬ 
ing style frequently introducing new information 
through circular questioning.." (S12 in response to 
Question #10). 
Cat. #11 Neutrality- (22.7%) Includes any mention of adop¬ 
tion of a more neutral stance in the process of 
therapy. Only specific mention of neutrality of 
neutral position was scored. 
Eg. "..gaining a larger sense of neutrality.." (S16 
in response to Question # 16b). 
Cat. #12 Less Lineal- (18.2%) Includes any mention of less 
reliance on lineal, causal thinking, and/or more 
awareness or reliance on circular thinking, multiple 
causality. Only specific mention of decrease of 
lineal thinking or increase in circular thinking was 
scored. 
Eg. "My focus became less narrow and less linear.." 
(S16 in response to Question #10). 
Group 3: Attitude Toward the Family and Pathology 
Cat. #13 Blamelessness- (36.4%) Includes any mention of . a 
change in attitude toward the family or client which 
reduces blaming, considers the family in a more 
positive light, respondent uses positive reframing 
because of belief in it. 
"t rpallv liked the potential for blamelessness 
sense, it reels ii^e a - 
people and how they are who they are. 
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is what I like so much." (S04 in response to 
Questions #16a and b.) 
•—#_1.4 Cure Within- (22.7%) Includes any mention of a 
change of attitude toward the family, client or the 
process of therapy which indicates that the cure 
comes from within the client or family rather than 
from the therapist. Therapist's role has changed to 
a catalyst or an opener of options. Only specific 
mention of locus of cure or strength in the client 
and/or family or the role of therapist as catalyst 
was scored. 
Eg. "The training has given me more of a sense of the 
family as a resource and strength and not just 
pathology." (S16 in response to Question #10). 
Cat. #15 Power Struggles- (13.6%) Includes statements des¬ 
cribing a reduction of power struggles, symmetrical 
escalations, and a sense of antagonism in relation 
to clients, families, or other professionals. 
Eg. "I get into less power struggles and control 
issues [with] my cases.." (S13 in response to 
Question #10). 
Group 4: Effects on the Respondent's Self 
Cat. #16 Feel Better- (63.6%) Includes any report of an 
increase in positive feelings such as feeling more 
excited about one's work, enjoying work more, and/or 
a decrease in negative feelings about one's work 
including comments such as feeling less anxious, or 
less frustrated. 
Eg. "I enjoy it [clinical work] more, am less 
anxious, and happier with my work." (S18 in response 
to Question #18). 
Cat. #17 Confidence- (40.9%) Includes any report which 
mentions an increase in confidence in one's work in 
general, or one's family work in specific. Only 
responses which specifically spoke of increased 
confidence were coded. 
Eg. "..Greater confidence in my ability to con¬ 
ceptualize and be an effective clinician... This 
greater confidence evolved, I think, from a real 
increase in my competency." (S22 in response to 
Question #16a). 
Cat. #18 Understand Self- (22.7%) Includes self reflections 
on how training brought a greater understanding o 
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one's self, one's position in one's family, or other 
aspect of self discovery. 
Eg. " I became aware of my role within my own family 
system and saw that I tended to replicate that role 
in other systems in which I operated. This helped me 
to understand why I feel more effective working with 
individuals in a systems framework than I do working 
with families directly." (SOI in response to 
Question #16a). 
Cat. #19 Professional Options- (13.6%) Includes any mention 
of increase in professional options or upward mobi¬ 
lity as an effect of training. 
Eg. "...An increased sense of having solid options of 
where to go in my social work career." (S08 in 
response to Question #16a). 
It is important to make a make a few explanatory 
comments about the percentages quoted in each of the 
scoring categories above. The questionnaire format created 
an open ended choice field for the respondents' sponta¬ 
neous and voluntary replies to each open question. It is 
likely that if the question format had offered a more 
limited field of response choices, the resulting per¬ 
centages in each category would be expected to be much 
higher. As it was, the large percentage in some of the 
spontaneous response categories can be seen to be quite sig¬ 
nificant . 
There were other comments made on the effects of 
training which were individual and not shared by other 
respondents, and other idiosyncratic comments which were 
not easily coded out of context. Comments included one 
person who reported seeing more families as an effect of 
the training, another who felt he was more directive in 
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therapy because of the training, and yet another who felt 
the training allowed her to feel more legitimate as a 
clinician. 
Gauging the increase in clinical effectiveness in the 
opinion of the trainee, and in the trainee's report of 
colleague, supervisor, and client opinions; Questions #20, 
21, 22, 23, and 24. At the content level, this question 
asked for the trainee's opinion of whether his/her own 
clinical effectiveness had increased since the training, 
and in a circular question style, asked the trainee to 
guess about what opinions colleagues, supervisors and 
clients might have on this issue. The question was also 
meant to indirectly try to discover differences which might 
illuminate relational patterns within the trainee's work 
place (see section C below), but for the purpose of the 
present analysis, only the direct content of the five 
questions is relevant. Coding for this was rather straight 
forward. Because few respondents ventured to respond to 
Question #23, it was deleted from consideration. Respon¬ 
dents were coded as to their answers to Questions #20, 21, 
and 22, and fell into only four categories: those who 
answered affirmatively to all three (12 out of 22 or 
54.5%); those who answered with a qualification in one or 
two of the three but whose qualification did not contradict 
the affirmative responses in the others (3 of 22 or 13.6%); 
those who had some discrepancy between one or two of the 
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answers (1 of 22 or 4.5%) ; and finally those who did not 
respond or responded with "I don't knows" (6 of 22 or 
27.2%). No one responded with a negative in all three. 
Table 11 provides a summary of this information by 
respondent. 
Table 11. Trainee's Opinion of Increased Clinical 
Effectiveness (Questions #20-22) 
Qualified, but No Comment/ 
s Affirmative Consistent Discrepant Don't know 
01 X 
02 X 
03 X 
04 X 
05 X 
06 X 
07 X 
08 X 
09 X 
10 X 
11 X 
12 X 
13 X 
14 X 
15 X 
16 
17 
X 
X 
18 X 
X 
19 
20 
21 X 
22 X 
N 12 3 1 
6 
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C. Effects of Training on Work Site 
There were two question in the questionnaire which 
asked for the trainee to report on the effects of 
training on their work site. One was Question #16c which 
asked for the effects of the training on the work site in 
non-specific terms. The other was Question #14 which asked 
for what impact the trainee had on the clinical thinking of 
other people in the work site, including referring profes¬ 
sionals and the general client public. The scoring and 
results of those two questions follow. 
Effects of training on the work site; Question #16c. 
This question was the third in a series of questions 
designed to differentiate the response about effects of 
training on the trainee's self (#16a), their clinical work 
(#16b), and their work site (#16c). The tabulation of the 
range of results, as illustrated by Table 12, indicates 
that this direct approach to asking the question yielded 
very little from the respondents. Seven out of the 22 
respondents either did not answer or answered in a manner 
which was not codable. One example of an uncodable answer 
was as follows: 
(S21)—The ability to go ahead and use my family systems 
skills and creative arts therapy skills in con¬ 
junction with psychiatrist, (the "God' of the 
profession 11) (and to see + results and + reactions 
of other professionals). [sic] 
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Some answered more in terms of themselves rather than 
the work site, as for example this other response which was 
found to be uncodable: 
(S19)—I feel I need more clinical experience and super¬ 
vision and do hope to continue my training in this 
field as I find it fascinating. 
The most frequent response, which was the effect of 
having people in the work site think more relationally, 
systemically or with more awareness of family context, 
only occurred in seven respondents out of the sample of 22 
(31.8%) . 
Impact on clinical thinking in work site; Question 
#14. This question was broken down into several com¬ 
ponents. The first was the over all response to the first 
part of the question which was "...do you feel you had an 
impact on how people in your work site think clinically?." 
The second set of components listed on whom the impact was 
reported to be greater, utilizing the list of choices given 
in the question: supervisors, colleagues, subordinates, 
referring sources, the client public. The reported effects 
were scored using four scoring categories, which were as 
follows: 
"Yes" Response- Any unqualified affirmative response. In 
the coding of who was affected, a yes response was 
recorded only if respondent specifically stated 
particular people who were impacted, Eg. Yes, on 
colleagues and supervisees"; or if they said es, 
impact on all of the above mentioned , which would 
have been scored for all five categories of reci¬ 
pients . 
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—Q.ua—Response- Any qualified positive response. An 
example was S08 who responded "I think I may have 
some impact on the way my supervisors thought clini¬ 
cally. Although I have no direct evidence of this, 
I found some people to be more open to hearing new 
perspectives than I had anticipated...". 
"No" Response- Any negative response. 
"NM" or No Mention Response- Failure to answer or to 
specify on whom the impact was greater. 
Table 13 illustrates the compilation of these respon¬ 
ses. The N for this response is greater (N=24), because 
two of the respondents (S06 and Sll) reported separately on 
each of two sites in which they work. Others who work in 
more than one place presumably responded according to their 
primary place of work, although there is no control for 
that factor built into the question nor into the scoring. 
The results on this question were somewhat astounding, 
as 18 Yes responses and 4 Qua responses combine for a total 
of 91.7% of the sites on which respondents reported were 
thought to have been affected in their clinical thinking by 
what the trainee was bringing back. Only one clearly re¬ 
ported no impact on the site. Clearly the majority of the 
impact was reported to be on colleagues as 70.8% of sites 
were reported to be impacted to some degree, with the rest 
not specifying (minus one who reported no impact, which 
presumably would include no impact on colleagues as well). 
Subordinates and supervisors were impacted to a lesser 
extent, but still the frequency of response was half of the 
197 
Table 13. Effects on Clinical Thinking in 
Work Sites 
01 02 03 0A 05 
Change in Clin. 
Thinking at Work 
Yes Yes Yes Qua Yes 
EFFECTS ON WHOM: 
1. Supervisors NM Yes Yes Qua Yes 
2. Colleagues Yes Yes Yes Qua Yes 
3. Subordinates NM NM Yes Qua Yes 
A. Refer.sources NM NM Yes Qua NM 
5. Client public NM NM Yes Qua NM 
6. Other NM NM NM NM NM 
OS 07 08 09 10 11 12 13 
Qu/Ys Yes Qua Yes Yes Ys/NM Yes Qua 
NM/NM NM Qua NM Yes NM/NM NM Qua 
NM/Ys NM NM Yes Yes Ys/NM Yes Qua 
Qu/ys NM NM Qua Yes NM/NM NM NM 
No/No NM Qua NM NM NM/NM NM NM 
NM/NM NM NM NM NM NM/NM Yes NM 
NM/NM NM NM NM NM NM/NM NM NM 
1A 15 16 17 18 19 20 21 22 - -Totals- - 
Change in Clin. Yes Yes Yes Yes Yes Yes No Yes Yes 18 Yes, A Qua, 1 No, 1 NM, N=24 
Thinking at Work 
EFFECTS ON WHOM: 
1. Supervisors NM NM Qua Yes Yes NM NM Yes Qua 7 Yes, 5 Qua, 0 No, 12 NM N=24 
2. Colleagues Yes Yes Yes NM Yes NM NM Yes Yes 15 Yes, 2 Qua, 0 No, 7 NM N=24 
3. Subordinates NM NM NM Yes Yes Yes Qua NM Yes 8 Yes, A Qua, 0 No, 12 NM N=24 
A. Refer.sources Yes NM NM NM Yes NM NM NM NM 3 Yes, 2 Qua, 2 No, 17 NM N=24 
5. Client public NM Yes NM NM NM NM NM NA NM 3 Yes, 1 Qua, 0 No, 20 NM N=24 
6. Other NM NM NM NM Yes NM NM NM NM 1 Yes, 0 Qua, 0 No, 23 NM N=24 
Key to abbreviations: 
NM = No Mention 
Qua= A qualified yes response 
Qua and Yes are sometimes abbreviated to Qu and Ys 
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sites reporting affirmatively and the rest not specifying. 
Two respondents made specific mention of failing to impact 
referring sources. 
The results of this question give a strong indication 
that respondents felt they did have an impact on the 
clinical thinking of people in their work sites, particu¬ 
larly their fellow professionals but also on their super¬ 
visors and subordinates. Obviously less memorable was any 
effect which the trainee might have had on the clinical 
thinking of the referring professionals. The inclusion of 
the "client public" category did not seem to provide any 
useful information. 
Evidence of differences in perception of increased 
clinical effectiveness of trainee; indirect indications of 
disagreement or conflict; Questions # 20-24. A less direct 
attempt to obtain information about the effects of training 
on the work site was represented by the series of questions 
# 20-24 which asked for differences in the perception of 
trainee's clinical effectiveness after the training. It 
was hoped that there might be "information in differences 
which would shed some light on the possible context 
disturbing or context enhancing effects of training. As 
mentioned previously, this series of questions yielded 
little in the way of differences (see Table 11). 
The apparent high degree of agreement among the 
responses to this question, however, cannot in and of 
199 
itself be taken for an unqualified endorsement of the 
positive effects of training on the trainee by his or her 
work colleagues and supervisors. By both the results of 
this question, and those of the effects on clinical 
thinking in the site, there is a strong indication that the 
training experience brought new information into the work 
site, and that this new information might have been seen as 
being clinically useful. However, since these measurements 
are only as perceived through the eyes of the trainee, it 
is not clear if these effects were also experienced by 
others within the work site, or to what degree an increase 
in clinical astuteness brought on by training might influ¬ 
ence the respondent's perception of other people's syste- 
micity which may have been in fact pre-existent but un- 
ascertainable by the previously untrained eye of the respon¬ 
dent. Only a more involved reading of each respondent's 
experience yielded some indication of the effects which the 
training might have had on the work site, and this will be 
discussed next. 
Ratings for Context Disturbinq/Context Enhancing 
Effects of Training. In order to determine the rating for 
context disturbing or enhancing effects on the work site, a 
number of questions were used and read to determine the 
whole Gestalt of each respondent's experience with this 
issue. Three raters were used and the rating system as 
chapter on methodology. The described in the previous 
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grouping of questions examined are also listed there. 
A few words need to be said about the process of the 
rating as it was done. Raters began at first by attempting 
to rate each component question listed in the rating scheme 
as to whether it indicated a Context Disturbing (CD) 
answer, a Context Enhancing (CE) answer, a Neutral Effect 
(NE) answer, or a Non-Ascertainable (NA) answer. Disagree¬ 
ments among raters were noted and each disagreement dis¬ 
cussed. However, it soon became clear that to rate each 
sub-component of the overall question defeated the purpose 
of using a question cluster, and further, that there was no 
coherent method to translate individual ratings into a 
total score and still remain true to the overall experience 
which the trainee was describing. It was therefore agreed 
that all the questions would be read at once, to give a 
running account of the trainee's experience, and each 
trainee would be rated on the whole rather than by com¬ 
ponents. An explanatory statement was included for any 
rating which was given with some qualification. 
It also became clear in the rating process that for 
some, the description was not static, but rather their 
answer was more a report of change over time. In these 
cases, it was decided that a dual rating would be given 
with a directional arrow. For example, in the case of 
SOI, the training was judged to have a dissonant and dis¬ 
turbing effect on the original job site which led to a 
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change of jobs, where training was context enhancing. For 
S08, his original attempts to, in his words, "impart gems 
of wisdom", led to some dissonant effects which he quickly 
read and learned from, and he began to introduce ideas in 
new ways which then led to a context enhancing effect. 
Each of these cases was rated CD to CE (Context Disturbing 
to Context Enhancing). In one case, that of S14, the 
trainee began with having the training create slightly 
dissonant effects, but as the year progressed the split 
became worse and the team disbanded. This was an unusual 
case in that the team in which the trainee worked was 
already using a structural/systemic approach to treatment, 
but the introduction of the trainee's ideas increased the 
split between the structural adherents and the systemic 
adherents, which led to an eventual ending of the col¬ 
laboration. This situation was rated only with a CD 
rating, even though it went from a slight CD to a greater 
CD. 
Table 14 illustrates the results of the ratings. The 
most predominant ratings were a context enhancing CE rating 
which occurred in 7 out of the 22 respondents, and the CD 
to CE directional rating which occurred in 5 out of 22 
respondents. When added together with the two respondents 
who were rated NE to CE, they constitute 63.6% of the 
respondents for whom the training was or became context 
enhancing. Two respondents did not provide enough 
Table 14. Context Disturbing/Context Enhancing 
Ratings by Respondent 
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RATING COMMENTS 
S 
01 CD>CE Disturbing effect on 1st site, led to a job 
change, then was enhancing. 
02 CE S learned to bring training info, back in an 
enhancing way, in spite of differences. 
03 NE>CE Theory was compatible with site, training in¬ 
creased and enhanced. 
04 NE Site was already doing systemic work. 
05 NA Not ascertainable from questionnaire responses. 
06 CE In internship during training, remained silent. 
In post training job, was enhancing. 
07 CE Similar to site's approach, but enhanced site. 
08 CD>CE Began as dissonant, but became enhancing. 
09 CD>CE Began as dissonant, but became enhancing. 
10 CD>CE Began as dissonant, but became enhancing. 
11 NE>CD From neutral to conflictual in each of two set¬ 
tings S reported upon. 
12 NE Neutral. 
13 CD>CE From initial dissonance to enhancing effect. 
14 CD Existing structural/systemic split increased. 
Agency closed. 
15 CE Enhancing 
16 CE Enhancing 
17 NA Changed jobs, not ascertainable from answers. 
18 CE Promoted to clinic director. Training enhanced 
and was recognized by others. 
19 NE Neutral 
20 NE Neutral 
21 CE Slightly enhanced. 
22 CE Enhanced and was respected. 
NOTE: The symbol > indicates direction of change. 
TOTALS: CD =1 
CE =7 
NE =4 
NA =2 
CD>CE = 5 
NE>CE = 2 
NE>CD = 1 
Total N 22 
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information for the raters to form an opinion, and 4 were 
judged to have had a neutral effect (NE) on their site that 
could not be scored either enhancing or disturbing. 
The significant statistic is that only 2 out of the 22 
respondents (9.1%) ended up with a context disturbing 
rating. A closer look at this last finding provides even 
more interesting information. The two respondents, Sll and 
S14, were both individuals who came to the training with 
considerable experience in systemic thinking and practice. 
Sll is an academician who has studied and written exten¬ 
sively on systemic therapy, and S14, whose situation was 
described at the beginning of this section, was already 
working within a systemic team. That both of these indi¬ 
viduals should have had the most difficult time in inte¬ 
grating their training into their sites may be more than a 
coincidence. To be sure, there are mitigating circum¬ 
stances which can explain the anomalies: for Sll, the 
academic environment was in a political turmoil for its own 
reasons, and her other work site had a large turnover of 
members on the family team; for S14, the structural and 
systemic split predated the training and the breaking up of 
the team was due in some part to funding considerations. 
However, it is also possible to surmise that the fact that 
each of these trainees was committed to a systemic outlook 
before training may have made them prone to greater theo¬ 
retical or methodological orthodoxy, more investment m 
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itiS-intsining that orthodoxy, and perhaps Igss willingness to 
discover new adaptations of the systemic theory and method 
in practice. This hypothesis is supported by the self¬ 
reflections made by S14 in responding to how he might do it 
over again (Question #15): 
(S14)—This is a very provocative question, Sergiol I would 
seek to honor the value of structural work and look 
for ways that systemic could enrich rather than sup¬ 
plant it. At the same time, I would look to assess 
willingness to try new things at the agency and the 
degree to which individuals there wanted to reveal 
their work and work collaboratively. Having asses¬ 
sed that, I would seek to create new rules of dif¬ 
ferentiation [within the group] allowing team mem¬ 
bers to work in different manners and with different 
levels of energy. 
The hypothesis is also supported by a comment made by 
S11 in her answer to Question #11 on how her work is simi¬ 
lar and dissimilar to that taught in the training: 
(S11)—My own clinical work now is strictly systemic/ 
Milan. During the training, there was a lot of 
emphasis on structural methods (which I simply do 
not feel comfortable with), and Strategic (which I 
might be more likely to slip into when seeing a 
family—if I deviate from systemic). 
In her answer, there is a clear indication of how 
strongly she holds to the systemic method and thinking and 
her discomfort with structural models. Elsewhere, this 
respondent also decried the feelings oriented approach of 
some new team members. It is incidental, but important to 
note, that the training in the year she attended was no 
less systemic and no more structural than other years, yet 
it was perceived as being enough out of the orthodoxy of 
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systemic work that it remained memorable in this respon¬ 
dent's mind. 
Looking at these two exceptions tells more about what 
appears to be the rule about the effects of training on the 
work site, and how the trainee mediates those effects when 
they bring their training back to the site. One explana¬ 
tion might be that for those whose experience affords them 
a higher degree of competence and facility with systemic 
theory, the struggle of integration may not provide enough 
of a challenge to bring about a spontaneous self reflection 
as to how their information will be accepted by others in 
the work site. Conceivably, on the other hand, for those 
whose command of systemic theory is more tentative, or 
whose status within the agency is lower, a more cautious 
approach may come naturally, which helps the trainee to 
become more attuned to feed back, and more self aware as to 
one's own effects and influence. Concurrently, the 
cautious and circumspect trainee may be perceived as less 
threatening and more approachable, thus allowing others 
within the work site to make themselves more vulnerable to 
learning from them. 
An alternative explanation is that those whose prior 
academic or training experience has made them fluent in the 
orthodoxy of systemic theory may be prone to become 
committed to that orthodoxy. This in turn can lead to the 
adoption of a more rigid dualism between systemic and non- 
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systemic approaches in their work. In this case, not only 
does the trainee begin with a greater investment in 
systemic orthodoxy, but their reading of resulting feedback 
from their colleagues may lead them to a reinforcement of 
that orthodoxy which in turn can trigger a feedback- 
response cycle with their work site which increases the 
dualism and results in context disturbance in the site. 
For those who have no prior investment in systemic 
theory, let alone its orthodoxical application, it may be 
far easier to integrate their learning in training with 
their own work in a more organic, reflexive manner. Chal¬ 
lenges to working methods or clinical conceptualizations 
might for them be more easily answered with adaptive and 
synergistic responses rather than a hardening of positions 
or the assumption of a dialectic stance. 
When correlated to job changes, (see Table 15), there is 
evidence that another strategy for those who encounter some 
context disturbing effects may be to change jobs. Four out 
of the five CD to CE respondents changed jobs, although two 
did not attribute the job change to the training. Addi¬ 
tionally, 5 out of the 6 who reported initial context dis¬ 
turbing effects and 6 out of the 7 who reported any context 
disturbing effect were also people who ended up changing 
jobs. This finding is mediated by the fact that 4 out of 7 
CE rated respondents also changed jobs. However, the data 
are not inconsistent with the idea that context disturbing 
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effects of training can spur the trainee to accelerate a 
decision to change jobs, whether they are conscious of the 
connection to the training or not. 
Table 15. Context Ratings of Respondents Correlated 
to Job Changes 
Respondents Who 
Changed Jobs 
Since Training_Ratings 
Job Change 
Attributed to 
Training 
01 CD>CE Yes 
03 NE>CE Yes 
05 NA Yes 
06 CE Yes 
08 CD>CE Yes 
09 CD>CE No 
10 CD>CE No 
11 NE>CD No 
14 CD No 
18 CE Yes 
21 CE Yes 
22 CE No 
N= 12 
D. How Trainee Brought Training Back to Work Site: 
Strategies 
There were no direct questions which asked the trainee 
to comment on how he/she brought the training back into 
the setting. The questions which came closest to eliciting 
this information were the second part of Question #12 which 
asked how the trainee dealt with instances where there were 
discrepancies between how the training supervisor would 
208 
approach a given case versus how their work supervisor 
might approach it, and Question #13 which asked the 
trainees to comment if they were conscious of having tried 
to influence people in their back home work setting to 
think more systemically. However, it became clear that 
looking at the responses to these two questions alone did 
not give a full picture of what the trainee faced and how 
they dealt with it in attempting to bring back the training 
to the work site. Instead, when used in conjunction with 
several other questions to obtain a more holistic Gestalt 
of their experience, it was possible to obtain a fuller 
account of the trainee's experience over time in bringing 
back the training to their work site. Hence, these two 
questions became part of a larger analysis of the degree to 
which the trainee found the training to be antithetical to 
the existing clinical ethos within their agency, (see the 
discussion of context disturbing effects in previous sec¬ 
tion) and the strategies they chose to utilize in bringing 
about a resolution to this antithesis. 
An analysis was done to determine the range of 
strategies respondents reported using in bringing infor¬ 
mation back to their work site utilizing a rating system 
and the three Raters. The rating scheme is described in 
Chapter III Methodology, and included the following classi¬ 
fications of strategies: No Strategies Used (NS), Direct 
Strategies (DS), Indirect Strategies (IS), Reflexive 
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Strategies (RS), and Not Codable Responses (NA). Table 16 
lists the strategies each respondent used as rated by the 
raters, also indicating those respondents who clearly re¬ 
ported a shift of strategy during their effort to incorpo- 
Table 16. Strategies Ratings of Respondents 
Strategy 
Respondent Rating Comments 
01 DS 
02 DS 
03 NA 
04 RS 
05 DS 
06 RS 
07 RS 
08 DS>RS 
09 RS 
10 RS 
11 DS>IS 
12 RS 
13 DS>RS 
14 DS>RS 
15 RS 
16 RS 
17 NA 
18 RS 
19 DS 
20 DS 
21 RS 
22 RS 
Note: The symbol 
Was difficult to code. Little 
information given. 
S is a teacher. Elements of a 
strategic response. 
S is an administrator. Elements 
of a strategic response. 
S is a teacher. Job requires 
being directive. 
S is an administrator and is 
directive in admin, capacity. 
to another. 
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rate the training into their work site. The results show a 
large number of RS ratings (11 out of 20 codeable responses 
or 55%) , where RS represents strategies which incorporate 
reflexive thinking and an awareness of mutually influ¬ 
encing processes. When one includes those ratings which 
show movement from a DS rating to a RS rating, the total 
number of respondents who were rated RS jumps to 14 out of 
the 20 codeable responses, or 70%. 
One unexpected finding in analyzing this dimension is 
the fact that no one was scored as having an IS type 
strategy, which was described as an indirect, strategic, or 
paradoxical strategy with a specific desired outcome. It 
is not clear from the data received and the design of the 
questionnaire whether this lack of reported strategic ap¬ 
proaches to influencing one's own work site was a function 
of the systemic emphasis in the training, or factors unre¬ 
lated to the training. It is possible that this finding 
reflects a coding bias or a problem with the definition of 
the coding categories. This question was addressed by the 
raters during the rating process, and a criterium to 
differentiate an IS score from an RS or DS score was 
articulated. To be sure, there were two respondents who 
were considered as possible IS scores (S06 and S12) , but in 
the end the RS characteristics predominated and they were 
scored RS by consensus. The discussion in those two cases 
centered around the question of whether indirect strategies 
■ 
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applied as a calculated effort to influence indirectly 
or whether they represented a utilization of the nature of 
the existing relationship to introduce the notion of other 
ways of approaching a problem. In both of these cases, the 
respondent was in a teaching or administrative role, and 
the strategy used was to help the student or supervisee to 
expand on their own formulation. A closer look at one of 
these two examples might help to clarify the dilemma 
discussed. 
S06 Works as a clinical consultant in an alternative 
high school and as a teacher of family therapy in a mental 
health center. She responded in the following manner to 
Question #13: 
(S06)—Yes, I have tried to influence how people concep¬ 
tualize; probably by asking questions I've most 
often attempted to shift how they approach cases. 
Depending on the people involved, I've been either 
tentative or more direct and instructive. [With] 
varied success; I can think of several instances of 
people who noticeably shifted their thinking and 
seeming even grateful, and other instances where it 
seems little has changed. Also, I've worked hard, 
especially as a trainer, to find ways to respond 
with a 'Yes, and..' instead of a 'but'. That is, to 
find the intriguing idea in each person's thought. 
This feels good when it works. 
The raters' discussion in the coding of this question 
revolved around whether the respondent was being strategic 
in choosing a calculated strategy of being tentative or 
being direct and instructive. All three raters decided 
that adjusting a teaching style to individual students in 
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order to help them learn did not constitute an indirect 
strategy, and there was enough other evidence of this 
respondent's ability to be self-reflexive, understand and 
use her relationship to open supervisees to discover new 
possibilities, and be mutually influenced by her trainees, 
to warrant her being scored an RS. 
The raters concluded that the distinction between 
indirect strategic approaches to influencing others, and 
self-aware, reflexive, mutually influencing ways of inter¬ 
acting may be too arbitrary or too easily affected by coder 
bias to be of much empirical use. It would be useful to 
compare a sample of students from a self proclaimed 
strategic family systems approach, such as the Mental 
Research Institute or using raters who come from a number 
of different theoretical orientations. 
As indicated in the discussion above, the type of 
relationship between the trainee and his/her work site 
would be guessed to have an effect on the type of stra¬ 
tegies utilized in bringing training back. However, when 
correlated with the respondent's role within the agency, 
there appears to be little significant difference in the 
distribution of reported strategies between the teaching/ 
administrative roles versus those whose position in the 
agency is non-teaching or non-administrative (See Table 
17). The one cell which shows results more consistent to 
an intuitive hypothesis is that which correlates the 
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frequency of DS strategies to administrative/teaching 
positions within the agency. That cell shows that two 
respondents who were rated as using a DS strategy were 
being consistent with their administrative or teaching 
Table 17. Job Positions Correlated to Strategies 
Used by Respondents 
RS_DS_DS>RS_DS>IS_N 
Administrative/ 
Teaching: 420 17 
Non-admin./ 
Teaching: 733 0 13 
Total N: 11 5 3 1 20 
role. Two other cells which run counter to intuitive hypo¬ 
theses are the relatively high frequency of use of RS 
strategies by administrators/teachers and the corresponding 
relatively high incidence of DS strategies by those whose 
positions are not administrative or teaching in nature. 
Ill.Interview Results 
Nine out of the twenty two respondents indicated their 
willingness to participate in the follow-up part of the 
study by signing the Willingness to Participate form at the 
end of the questionaire. Of the nine, four were ruled out 
of the follow-up for several reasons. Three were ruled out 
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because their colleagues or supervisors were also res¬ 
pondents in the study, having also taken the training. 
One was ruled out because they had changed jobs since the 
training and could only provide access to colleagues and 
supervisors in the new job, not the one held during 
training. Of the five potential participants remaining, 
one was not able to be utilized in the study as her col¬ 
leagues and supervisor were away on summer vacation at the 
time the interviews were being scheduled. 
This left a follow-up sample of four sites. Of those 
four, only two were able to arrange contact with both the 
supervisor and the colleague, in each of the other two 
cases, the colleague interview could not be arranged for a 
variety of reasons. 
The results of the interviews, although tentative 
because of the small size of the sample, were none the less 
interesting. The interviews were meant to provide quali¬ 
tative information which would allow for a different pers¬ 
pective on what was described by the trainee's responses. 
In all four cases, the over-all impression of the effects 
of the training on the work site as given by the trainee, 
was corroborated by the interviewee. All four cases were 
instances where, from the trainee's responses, the effects 
on the agency had been rated as being context enhancing, 
interviewees' responses were in full agreement with that. 
However, it was interesting to note that the view of what 
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happened in the agency when the training was brought back, 
and to what the non-disturbing effects of the training were 
attributed, differed significantly in the point of view of 
each of the respondents within a site. 
A clear example of this was the follow-up on S18's 
site. S18 had given an indication in his questionnaire 
responses that he had had an effect on how people in his 
site approached cases, in that there was more of a tendency 
to look at them systemically since he brought his training 
back to the site. To quote him in response to Question 
#16c on the effects of training on his work site: 
(518)—i have been more aggressive since becoming director 
about wanting to put the theory into practice. 
Consequently, I have pushed my subordinates to move 
on developing a family consultation team that sees 
"live" families... 
This response, and others like it gave the appearance 
that he had been a prime instigater in the introduction of 
a family systems view in the agency. From interviewing his 
supervisor and a colleague, a different picture emerged. 
Both agreed that the trainee's training had a significantly 
enhancing effect on the clinical team but the supervisor 
characterized it in these terms. In response to the ques¬ 
tion of whether the trainee conceptualized cases differ¬ 
ently from other clinicians in the agency, the supervisor 
responded as follows: 
(Supervisor for S18)—No. 
joining the group. 
Not really. He [the trainee] was 
Other clinicians already had 
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family training in the agency; [the trainee's] 
training allowed him to join the group. 
Later, in response to a question about the impact the 
trainee's training had had on the agency: 
(Supervisor for S18)—We were a close team. [The trainee] 
fit nicely into the rest of the team. He impacted 
on us, but we impact on each other in about the same 
way. It was certainly not a shock to our system... 
We were geared to families to begin with. He cer¬ 
tainly enhanced the team. 
Similarly, the trainee's colleague viewed the trainee 
as joining a point of view that was already prevalent: 
(Colleague of S18)— His [the trainee's] views were very 
much accepted. But we were amenable to family sys¬ 
tems already. He brought in new information with a 
new confidence which made him even more valued and 
accepted as a member. In fact, it so improved his 
clinical skills that he was made the clinic's direc¬ 
tor. 
Later, with an interesting different punctuation of 
reality than reported by S18 himself, the colleague goes on 
to state: 
fColleaaue of S18)—He [the trainee] developed more of an 
awareness of family problems and more of a willing¬ 
ness to see families! He even began participating 
in my family consultation team. He was very helpful 
within the team, and had an impact on the group. 
In the case of SlO’s in depth follow-up, it appears 
that in some ways the trainee's assessment of his positive 
effects on his agency were understated, when compared to 
the responses 
interviewees 
of his colleague and supervisor. Both the 
were quite clear in stating the significant 
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impact which SlO's training and how he brought it back, had 
on each of them, and on the staff as a whole. In response 
to whether the training had a visible impact on the agency, 
which is a college counseling center, the colleague stated: 
(Colleague of S10)— Yes. It made us reflect more on the 
assumptions upon which we work. We [the rest of the 
staff] are traditional psychoanalytic, self psycho¬ 
logy oriented clinicians. I think it kept us from 
wandering too far into assumptions dictated by that 
model. That is to say, it had two visible effects. 
First, it made us less rigid. We now start with the 
client's meaning, we value more their real relation¬ 
ships rather than just the transferential ones. 
Secondly, I have found myself seeing some parents 
and families in this setting...It has also given me 
permission and comfort in being in a one down 
position. 
The supervisor's interview reinforced this context 
enhancing view. In responding to the question of what 
effects the trainee's clinical perspectives have on the 
rest of the staff, she replied with the following: 
(Supervisor of S10)— It broadens our perspective. We 
primarily are oriented from a psychoanalytic model. 
His views have a salutory effect on us. He helps us 
look beyond and around the individual. He has 
helped us do that. 
Clearly, in this small staff, working together as a 
team, the effects of the training on the trainee translated 
to beneficial effects on the rest of the team. But what 
are the elements which help to insure that the effects are 
positive? As the colleague of S10 stated in the interview, 
in her experience in a mental health agency several years 
there was a distinct division of camps within the 
ago, 
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agency between the family therapy camp and the individual 
therapy, psychodynamic camp. This schism had profound 
negative effects on the politics and morale of the agency. 
She marvelled that such was not the case when her colleague 
brought back the family training in this agency. She 
suggested several possibilities for the difference. One 
was that this agency was smaller, and they worked closely 
together as a team. The second possibility was in the 
respectful nature of this particular trainee. But most 
interesting is the third possibility she suggested, as it 
seemed to echo a similar theme from other interviews. She 
suggested that the manner in which the trainee advanced the 
family systems perspective had some effect on its accep¬ 
tance. To quote her: 
(Colleague of S10)—He presents ideas in such a way that 
the thoughts expressed some "generic truths" about 
the case. And he asks questions about a case that 
are thoughtful and opens up new possibilities. 
The manner in which the trainee influenced the work 
setting seemed instrumental in determining the degree of 
acceptance within the site. Some similar words came from 
the colleague of S18, in response to the difference between 
how this trainee brought back his family therapy training 
and how others in the agency had brought back other 
training: 
(Colleague of S18)—It was more generic. His was a more 
general orientation toward cases, it came out in th 
way he talked about a case, the questions he asked. 
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He did not come back to teach or preach. 
A similar comment from SlO's supervisor in response to 
why the context disturbing effects predicted in the litera¬ 
ture did not occur in her agency: 
(Supervisor of S10)—It may be because of our openness; we 
are not easily threatened. People's self-esteem is 
not at stake. We are not wedded to our way. If he 
[the trainee] were the director and came back and 
told me I had to think differently [systemically] my 
reaction would have been different. We weren't 
forced to buy it. 
The S13's supervisor also reported a similar ap¬ 
proach taken by that trainee as a factor in why there were 
no context disturbing effects noted in that agency: 
(Supervisor of S13)—The way she brought the ideas in has 
been careful. She doesn't tell people what they 
ought to do. She asks questions instead of making 
statements... and the way she presents her own 
cases...is done in a way that people listen and take 
notice. Plus she is now routinely given the hardest 
cases in the clinic to work with, and this has won 
her respect. 
Finally, the supervisor for S05, in reporting the 
effects of the trainee's input in staff meetings, reported 
a very similar style: 
(Supervisor for S05) In staff meetings he would bring up 
questions about a client that others had not consi 
dered. These were questions usually about who else 
was there, affecting the client/family, other 
workers, friends, distant relatives or landlords. 
It helped people to see beyond the immediate problem 
of behavior and put it in context. 
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There is a surprising consistency in these reports 
from supervisors and colleagues. It is a shared perception 
that the ease in the acceptance of family systems thinking 
is related to the somewhat Socratic style of influencing 
utilized by the trainee. In each case, comments were made 
about how information about a family perspective was 
imparted by asking questions about a clinical situation, 
questions which enlarged the clinical perspective of the 
case. This was stated outright by some interviewees and 
alluded to by others, as witness by the comments about 
"generic approaches" to a case made by two different 
colleagues about different trainees. 
Although little can be drawn conclusively from such a 
small interview sample, there was a clear indication that 
these types of interviews can provide an expanding pers¬ 
pective on the effects of the training on each site. More 
will be said about this in the next chapter. 
CHAPTER VII 
DISCUSSION OF STUDY RESULTS 
Organization of the Chapter 
This chapter will be organized into four major parts. 
The first is a review of the results. The second is a 
discussion of some of the theoretical, clinical, and 
educational implications suggested by the results. The 
third part will then offer a cybernetic model for family 
therapy training, and discuss how this model can help to 
understand what the results of this study are indicating 
about the effects of family therapy training on the larger 
system. The final part is a discussion of the issues in 
the research methodology and other methodological consi¬ 
derations raised by this study. 
I. Review of the Results 
The data analysis of the questionnaire results out¬ 
lined in the previous chapter suggests some trends and il 
luminates some questions. This last section outlines the 
findings and attempts to integrate them into a more whole 
picture of what was discovered about the effects of 
training. Once again, although it is an arbitrary dis- 
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tinction, the results are grouped in two groups, the ef¬ 
fects on the trainee and the effects on the work site. At 
the risk of redundancy it is important to acknowledge yet 
once more that the effects on the trainee are influenced by 
the job site and how the job site reacted, and vice versa, 
that the manner in which the job site was affected is 
dependent in large part on how the trainee was affected. 
The self/site distinction is useful only to the extent in 
which it helps to organize the reporting of the findings, 
but must not be seen as implying two distinct effects. 
A. Effects on the Trainee 
The results tend to illuminate the following effects 
of the training on the trainee: 
Affective Effects. The data demonstrated evidence of 
a strong effect on the feelings of confidence, excitement, 
and fun in the trainee's clinical work as a result of train¬ 
ing. This can be seen by both the statistical results of 
high incidence of positive affective comments as reported 
in the results of Question # 18, as well as in the high in¬ 
cidence and quality of spontaneous comments made by respon¬ 
dents about their feelings. The comment made by one respon¬ 
dent in the open comments question (Question #27), is illus¬ 
trative of the tone of many comments made by respondents: 
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(S06)—The training was an extraordinarily helpful experi¬ 
ence for me personally and professionally. I am a 
more astute clinician and human observer/participant 
because of it. The training is helpful in deve¬ 
loping one's trust in creativity—a sense of permis¬ 
sion to tolerate and explore alternate realities/ 
hypotheses/definitions of success, etc.. For me this 
broader perspective and the message of neutrality 
that the training helped instill, have enabled me to 
work effectively in a work environment where roles 
and expectations are variable and not always clearly 
delineated. 
At a time of re-evaluation for me, one area 
which remains exciting-fun is family work/super¬ 
vision/training . This is due in part to the sense 
of energetic intrigue embodied in both the best of 
the systemic therapies and the trainer's enthusiasm 
for the program. 
It is not possible to clearly distinguish to what 
extent these effects are influenced by the systemic content 
of the training versus the fact of any training, or by this 
particular training program versus any other systemic 
program, or by the possibility that only those who had a 
positive experience are likely to respond to a question¬ 
naire about the effects of training. However, the data 
which this study collected seems to indicate a close cor¬ 
relation between the perception of positive effects of 
training on the self and the content of the training. Most 
all respondents who responded on the positive effect point 
out aspects of the systemic philosophy which they have been 
excited by. As in the comments by S06 cited above, the 
respondents tended to be struck by particular aspects of 
systemic thinking which they then incorporated into their 
work or into their personal interactions. Most often 
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mentioned were the concepts of neutrality, blamelessness, 
positivity toward the curative potential within the family, 
and understanding of the contextual effects on pathology, 
(see report on results to Question #14). 
What makes this finding even more intriguing is the 
fact that many respondents did report instances of dis¬ 
sonance and discomfort in the early stages of bringing the 
training back to their agency. The results of Question # 
12 and the frequency of negative affective reports such as 
frustration and discomfort, give a picture of early strug¬ 
gles and dissonance. The scoring of context disturbing ef¬ 
fects also gives a picture of early discomfort which was 
conquered for most, but remained for others, and may have 
contributed to the seeking of job changes by some trainees, 
even though the more immediate and conscious reasons for 
changing jobs might have been different. 
Professional Upward Mobility. Another effect of the 
training which is suggested by the data is the increase in 
status and upward professional mobility for the trainees. 
The data indicates that there was a tendency for trainees 
to take on more supervisory, teaching, and administrative 
duties after the training. Trainees clearly also reported 
an increase in informal requests for consultation, super¬ 
vision, or case advice by their colleagues and others with¬ 
in the agency, indicating an increase in their perceived 
value as a resource. Also, the fact that many took on new 
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jobs or additional jobs after the training, and some indi¬ 
rect indications that their options to choose what are 
traditionally higher status activities such as doing 
therapy as opposed to case management or running groups, 
also are indications of increased status and professional 
flexibility. Added to this are some illuminating comments 
which were made by respondents about this. For example S08 
reported that the training led him to take more risks in 
both his clinical work and in pursuing his career in gene¬ 
ral; S18 reported how the training gave him confidence to 
move upward within his agency. To quote him: 
(S18)—The training helped me to feel more competent among 
my peers and more positively about my skills. This 
led me to apply for a position I may not have felt 
confident enough to go for. 
Again, it is not possible with the limited sample of 
this survey to determine how this effect is different for 
this training, or for systemic training per se, versus any 
other enhancement of learning. Clearly, professionals who 
seek out additional training are more likely to increase 
their value as clinicians, teachers, or administrators. 
These findings in this study, however, are significant in 
that they do not support the idea that family systems 
training is so different from the traditional accepted 
clinical practice that its practitioners are left outside 
of the clinical status ladder. 
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Change in Conceptualization: The Use of Reflexive 
Awareness. One effect which was difficult to assess direc- 
tly was the question of whether the training in systemic 
therapy does in fact lead to a change in how the trainee 
conceptualizes their clinical work, and pathology and 
change in general. A reading of the respondents' direct 
reports on this issue point to an affirmative, as witnessed 
by a variety of comments made by them (see Table 10, 
"Effects of Training on Trainee"). The training helped 
people to begin to see pathology in context, both in the 
context of the family and in the larger context; it helped 
people to become less blameful and more positive about 
their clients and the nature of their illness; and helped 
them to change their view of change, seeing themselves more 
as catalysts of change than teachers or doctors. 
Perhaps the most interesting and pervasive effect on 
the trainees' clinical conceptualization was the indication 
of their increased awareness of themselves in context and 
their relationships within the systems they work in and 
with. This was both something which was commented upon by 
the respondents themselves, and also evident indirectly in 
how they reported on their struggles to bring their train¬ 
ing back to their work sites. 
Signs of "Negative" Effects. The data give some 
indication of potential negative effects of training on the 
individual. The high percentage of non-respondents out of 
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the total sample of trainees may indicate that a proportion 
of the trainees had a negative experience with the training 
or with its effects which led them not to want to respond. 
There is no independent indication of this, however. The 
one trainee who responded late and was not included in the 
sample told one of the instructors that the reason for not 
responding was that the questionnaire was too long and too 
complicated. Indeed, the pretest respondent, who was asked 
to time her response, reported that the questionnaire had 
taken her over one and one half hours to complete. It is 
quite conceivable that someone who had a negative or a not 
so positive experience with the training might have been 
discouraged by the questionnaire's length. 
It is also interesting to note, on this score, that 
the respondent sample seemed to be a higher percentage of 
higher status clinicians than the larger sample of 
trainees. This again supports the possibility that those 
who had an easier time of integrating their training into 
their site due in part to their professional status were 
more likely to respond than those who continue to struggle 
in the clinical trenches. This is consistent with what was 
observed by this writer in the Milan Training Program in 
Italy, where the more disgruntled trainees tended to be 
those who were in a lower status and for whom the inte¬ 
gration of a new working method or new way of thinking was 
more laborious and perhaps politically treacherous. 
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Although the results of this study generally provide a 
repudiation of the notion that family therapy training 
necessarily creates a difficulty for the trainee in their 
back home setting, the results do point to a period of nega¬ 
tive feelings and dissonance felt by many trainees when 
their initial excitement from the ideas they are learning 
is not shared equally and with open arms by their col¬ 
leagues back home. Once again, this is consistent with the 
findings of Boscolo and Cecchin on the effects of their 
training (Boscolo & Cecchin, 1982). However, as Wideman 
has pointed out, (Wideman, personal communication) and as 
the cognitive psychology literature attests (Piaget, 1969) 
usually a period of disintegration within the old system or 
schema occurs before a more inclusive re-integration can 
take place which generates a new, more encompassing schema 
of system.* This phenomenon may also hold true for a 
trainee-work site system. 
* Piaget speaks of a period of discordance in perceptions 
which allows the child to develop new and more complex 
schemata to operate on their perceptual world, as well as 
postulating a period of transition between developmental 
stages where the child has not yet mastered the conceptual 
leaps required to fully attain the next stage. For a more 
detailed description of Piaget's epistemological con- 
structs, the reader is referred to Piaget s Judgement and 
Reasoning in the Child (1969); Piaget and Inhelder s The 
Psychology of the Child (1969),; and Gmsburg and Opper s 
Piaget's Theory of Intellectual Development, (I9by). 
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B. Effects on Work Site 
Impact on Clinical Thinking Within Trainees' Work 
Sites. The most significant and (to a trainer) gratifying 
effect of systemic training on the trainees' back home site 
is the possibility that others in the work site have had 
their clinical thinking impacted by the trainee's new ideas 
and attitudes about the clients, pathology, and cure. The 
results of this study indicate a clear belief on the part 
of a majority of respondents (91.6%) that their training 
did have an impact on the clinical thinking of their col¬ 
leagues, supervisors, and supervisees in their work sites. 
Whether the self-reportage can be relied upon as a factual 
representation of what occurred in the work setting is open 
to question. Only through a more in depth study which 
would involve colleagues and supervisors would one be able 
to ascertain to what extent the training might impact the 
clinical thinking of others. One indirect measure of this, 
the frequency that the trainee is sought out for case 
advice, will be discussed in the next paragraphs. 
Increase in Requests for Consultation: A New_Resource 
Within the Agency. Another result of the present study was 
that the trainees reported being sought out by colleagues 
and others for informal case advice and supervision. This 
data agreed with the statistical tabulation of how work 
hours were spent before and after training where the 
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number of hours spent in formal training, consultation, and 
supervision also increased for a majority of respondents. 
These findings indicate that the trainee is likely to be¬ 
come a sought after clinical resource within the agency on 
a formal or informal basis. Although this is not incon¬ 
sistent with what one would expect the effect of intensive 
training to be, the idea that family systems therapy is 
antithetical to traditional approaches would need to be 
supported by data which indicated a mixed response on this 
item. Clearly, if one does not agree with systems thinking 
or family approaches, one would tend to be less likely to 
seek out advice from a colleague who had just completed 
that training. 
Others Seeking Training: Imitation is the Sincerest 
Form of Flattery. Although this was not an item which was 
included in the questionnaire, several respondents volun¬ 
teered the information that colleagues or others in their 
work site had sought out family therapy training or family 
systems training since they brought back the training. In 
one CMHC system in a neighboring town, four people attended 
the training over the span of three years. In another CMHC 
nearby, five over a span of five years sought out the train 
ing. Within the local mental health system in Lawrence, 
excluding interns, five participated in the training over 
the span of five years. Two each from three other neigh¬ 
boring mental health systems also came in succeeding 
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years. The fact that people within a mental health system 
may be influenced to seek out training of the same sort and 
from the same place as a colleague is an indication of some 
positive effects of the training on the system as a whole. 
II. Discussion of Some of the Theoretical, Clinical, and 
Educational Implications of the Study 
One can assume that people in the clinical field seek 
advanced training for a variety of reasons. Ostensibly, a 
clinician's reasons for entering a training program are 
individual in nature: to increase competency, improve job 
position, increase status, get involved in some area which 
will be interesting or exciting, further a professional 
career, improve income, etc. Occasionally, one might be 
able to identify influences from outside of one's self for 
seeking training, such as request from a supervisor to have 
the clinician take the training, or influence from a col¬ 
league to do work that is similar. 
Boscolo and Cecchin have also suggested that just as 
the individual who seeks therapy for themselves might be 
influenced unconsciously by the system in which they live, 
a trainee may be influenced by their own systems to seek 
training. In their own training experience in Milan, they 
have seen instances where it appeared that trainees sought 
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training as a quasi-conscious move in a relational struggle 
within their own agency. By receiving the status of 
training, their position within a long standing conflict 
with the head of another department would be enhanced, for 
example. Other examples they have hypothesized is the 
scapegoated clinician who is told by a supervisor to seek 
training to improve their skills who decides to take the 
family training in spite of the fact that the supervisor is 
an avowed Freudian. 
The analogy of the trainee as the identified patient, 
as all analogies, is imperfect. Whereas the family is the 
most developmentally influential system for the identified 
patient, in the case of the trainee seeking training, the 
influencing system may be the agency, their own family 
system, some other important relational context, or all 
three. Also the concept of training has a different signi¬ 
ficance in societal and relational terms, than the concept 
of treatment for a client. Still the analogy has some im¬ 
portant and useful benefits in understanding the larger sys¬ 
temic implications of training. When one is working and 
teaching a systemic model in particular, to ignore the sys¬ 
temic components and only focus on the individual trainee 
in the analysis of training is inconsistent with the very 
epistemological tenets one is attempting to teach. 
The analysis of the trainees' responses and the 
preliminary results of the few interviews conducted with 
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trainees' supervisors and colleagues, indicate that there 
is a potential wealth of information to be reaped from 
studying the trainee and their system; both in what it can 
say about systemic reasons for trainees seeking training, 
and for how training is incorporated within the system 
during and after the fact. 
The Effects on the Work Context and the Reflexive 
Awareness of the Trainee. A review of the results of the 
Effects of Training on Work Context ratings and the ratings 
of the strategies utilized by the trainees points to a 
possible correlation between reports of context enhancing 
effects on the swork site and the trainee's use of 
reflexive type strategies. A comparison of Table 14 with 
Table 15 in the previous chapter, indicates that 12 out of 
the 14 trainees who were rated as reporting some degree of 
context enhancing effect also were rated as having used 
Reflexive Strategies (RS) in bringing their training back 
to their work. 
These results as reported in the preceding chapter, 
and summarized in the preceding paragraph cannot be seen to 
be conclusive, but they stimulate some speculation about 
what happens in the training process when the larger system 
is brought into focus as the context for understanding the 
trainee's experience and the training program's experi¬ 
ence. Reaching into another analogy, the following specu¬ 
lation is like placing the slide of systemic training under 
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a microscope equipped with three lenses. The highest magni¬ 
fication brings into focus the trainee and his/her experi¬ 
ence in learning. The next highest magnification brings 
into focus the trainee in their work context. The widest 
angle lens puts into relationship the trainee, the training 
institute, and the service agencies. 
The body of training literature, as mentioned 
previously, has focused on the trainee. This study has 
likewise weighted its focus on the trainee and his/her 
experience, but only as a starting point for a larger 
investigation. This was done both for pragmatic reasons— 
the trainee is the connective agent between the investi¬ 
gator and the agencies from which trainees come--as well as 
for theoretical reasons. The theoretical reasons are that 
the trainee can be assumed to be the key link to under¬ 
standing the process of change which occurs through train¬ 
ing, just as the identified patient is the link to under¬ 
standing the pathology and change within a system in family 
therapy. Certainly, it is the trainee who seeks the 
training and who in the role of the relational bridge be¬ 
tween the training institute and the public agencies 
becomes active in changing and shaping both the agencies 
and the training institute. 
This study, by looking at the trainee's experience, 
and then placing it into context, suggests that the rela¬ 
tionship between the trainee and his/her work site, and the 
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trainee's awareness of that relationship is a major vari¬ 
able in how the agency is affected by the training, and how 
training units and agencies communicate and mutually influ¬ 
ence each other. As indicated above, there appears to be a 
link between the lack of context disturbing effects brought 
on by the trainee, and the degree of reflexive awareness 
practiced by the trainee. The strategies in bringing back 
the training to their work sites which were clearly most 
successful were those which incorporated an awareness of 
reflexive, mutually influencing interaction in the process 
of bringing learning back to the agency. The manifestation 
of this awareness is captured by the statement made by one 
trainee in responding to how she attempted to influence the 
clinical thinking in her agency: 
(S22)—I dont think it is necessarily because I want to 
change people. But I often have a different per¬ 
spective on cases. This is particularly evident 
during team meetings when cases are discussed. I 
found that the best way is not to make theoretical 
statements and attempt to change the other's 
point of view, but rather to stick to the case, 
suggest a different way of conceptualizing it, and 
spell out what this new perspective would mean in 
concrete terms in treatment. If it provides a 
useful suggestion to a clinician who is stuck, it is 
usually accepted. There is another level: sometimes 
a clinician is stuck because of the institutional 
context for treatment. When such a predicament can 
be acknowledged, it provides relief to the thera¬ 
pist. As a team, we can often think of recom¬ 
mendations for policy changes if the problem is 
within our institution. 
Finally, it has also become clear to me that 
colleagues will not accept suggestions from me if I 
never use theirs... 
236 
The degree of awareness of different levels demon¬ 
strated by this trainee can be a key component in being 
effective in influencing one's agency. It is, not coinci¬ 
dentally, also a key component that is taught in systemic 
therapy training in order to help the trainee/therapist 
work with a family and influence it to change. This 
trainee has demonstrated that she incorporated an awareness 
of the larger institutional context, as well as an aware¬ 
ness of her relationship with her colleagues, and the role 
through which they are connected, ie. as clinical peers. 
She describes using that relational connection, and staying 
within its boundaries, to aid the process of bringing the 
training back to the work site: by offering useful case 
related suggestions, by working with her colleagues to iden¬ 
tify institutional problems, and by accepting her role as a 
peer as witnessed by her being open to other's suggestions. 
To be sure, effectiveness in bringing back new infor¬ 
mation is also related to the willingness of the site to be 
receptive to it. The telephone interviews point to a high 
degree of receptivity and acceptance of the systemic ideas 
brought in by the trainee on the part of the colleagues and 
supervisors interviewed. Not to give credit to the work 
site staff for their part of the feedback loop which ac¬ 
comodated the new ideas in an enhancing way would be like 
not acknowledging the family's own contribution toward 
change in a therapy. For the two trainees who reported 
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context disturbing effects (Sll and S14), it was not that 
the sites were unreceptive to systemic thinking—they both 
worked within family systems teams, albeit ones that used a 
different methodology—but rather it was the feedback loops 
that were established which, in the end, magnified rather 
than reduced the differences and led to disturbance and 
dissonance. 
The results and comments obtained through the inter¬ 
views of the trainee's supervisors and colleagues reinforce 
another point. The success of the trainee's bringing back 
the family systems perspective seemed to depend on his/her 
ability to remain within a colleagueal relationship and to 
remain focused on the clinical case at hand. The comments 
made by one supervisor (SlO's Supervisor), quoted in the 
previous chapter, to the effect that if the trainee had 
been the director and had mandated a change in perspective 
she would not have accepted the ideas willingly, give a 
clear indication of what does not work. 
It is this conscious awareness of one's own effects on 
the system with which one is interacting which forms the 
essence of a second order cybernetic approach to systemic 
analysis. As Karl Tomm has noted: 
When the therapist consciously takes into account 
his own actions (cognitive and behavioral) m 
generating and modifying the systems he is 
exploring, while he is exploring them, he is 
observing himself as an investigative observer 
[emphasis hisj^ This process is referred to as 
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the cybernetics of "observing systems" (von 
Foerster, 1981). in family therapy, this means 
that the therapist investigates the cybernetic 
feedback loops between himself and the family at 
the same time as he investigates the cybernetic 
loops within the family itself (1985, pp.34-35) 
This study provides evidence that some trainees were 
able to apply these principles in the understanding of the 
feedback loops between themselves and their work sites, and 
that such an analysis was a key to the reduction of context 
disturbing effects of training on the work site. 
It can be argued that such an approach is no different 
than the use of tact and civil polity, a quality which many 
people seem to learn without the benefit of formal systemic 
training. To be sure, tact and civility are the human rela¬ 
tional equivalents of the reflexive awareness and second 
order cybernetic observation described in this study. 
However, clinical training within a field as status con¬ 
scious and hierarchical as the mental health professions 
often has the effect of making the trainee believe that 
his/her newly gained knowledge increases their status, 
power, and market share ownership of the truth. This 
position may be seen as having its parallel in the relation 
ship between client and therapist as well, where the more 
highly trained clinician may feel that he alone can inter¬ 
pret the client's reality, and that the clinical interpre¬ 
tation of reality is hierarchically superior to any other, 
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no matter how foreign it might be to the client. It is 
this sort of attitude which led to Haley's invections 
against the traditional psychoanalytic relationship between 
the client and the therapist which were discussed in 
Chapter III. 
It is also this sort of attitude that has led to a 
somewhat paradoxical state of affairs where the least 
trained clinicians tend to be closest to an understanding 
of the client's reality, and the more training one 
receives, the more distant from that reality one becomes. 
To bring the parallel back to the training realm, the less 
trained clinicians may be more keenly aware of, and work 
within their relational position within a work place, 
whereas the more training one receives, the more likely one 
is to lose sight of that position and work through an 
assumed hierarchically superior role. 
The difference between other clinical training and 
second order cybernetic systems thinking and training is 
that the latter gives us the tools to address this paradox 
directly. Success in training in systemic therapy ought to 
be measured in large part by the trainee's ability to 
understand their work in context, and to be reflexively 
aware of the effects they have on the interactions of which 
they are a part, both in treatment, and in relationship 
with their treatment context. This learning requires a de¬ 
emphasis on techniques, or methodology, or training 
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technologies, and a higher reliance on a reflexive context 
analysis which takes into consideration all three lenses, 
the individual, the social system around the individual, 
and the larger interaction between the social systems. The 
need for a cybernetic model to conceptualize training and 
the training process in a manner which utilizes all three 
lenses is discussed next. 
III. Toward a Cybernetic Model of Training 
As discussed above, the results of this study suggest 
that a more cybernetic model is needed for the conceptuali¬ 
zation of the process of family therapy training. Second 
order cybernetic thinking has contributed a great deal to a 
clinical understanding of family systems, and the treatment 
of pathology. The following discussion looks at how it 
might contribute to a better understanding of the process 
of training human service professionals for the improvement 
of the service delivery system as a whole. 
The second order cyberneticians have decried the 
epistemological errors of the first order cyberneticians 
and family practitioners for their theoretical impurity. 
The criticism, as reviewed in Chapter II has been that 
family therapists had been making an epistemologically 
incorrect assumption to believe that one could 
conceptualize the family system as separate from the 
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therapy system, observe it as a separate entity, then act 
upon it, as the injection of a systemic intervention into 
the system would imply. As Hoffman, the Milan clinicians, 
Dell, Keeney, Tomm and others have been emphasizing, it is 
epistemologically more systemic to conceptualize the thera¬ 
py system and the family system as co—influencing, such 
that the context of therapy, the therapist, and the larger 
societal system which the therapy represents are as much of 
a part of the systemic analysis as the interconnections 
within the family itself and the extended family system. 
Yet the second order cyberneticians have not tended to 
articulate a more second order model to conceptualize the 
effects of training, particularly family systems training. 
The literature on family therapy training evaluation has 
focused primarily on the trainee, rather than their work 
site. When the work site has been considered, it has been 
characterized almost in the terms of a system resistant to 
change, much like families are viewd as resistant to 
therapy; witness the coining of terms such as the politics 
of family therapy training, and context disturbing effects 
of training. The few self reflecting comments which can be 
found in the literature coming from the Milan Group and 
others who practice their context conscious type of therapy 
have touched on the subject, but not articulated it. 
The correction that second order cyberneticians have 
striven to make in re-conceptualizing the treatment process 
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with a family is worth considering as a model for the 
proposal of a cybernetic model of family therapy training. 
In family treatment, the shift suggestd by second order 
cyberneticians in how the therapy/family system might be 
conceptualized might be diagrammed as in the two figures 
which follow: 
Theory 
TEAM 
THERAPIST 
i 
FAMILY 
Figure 4. First Order Cybernetic Model of 
Family Therapy 
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Time 2 
TEAM FAMILY 
Family's Reality as Influenced 
by Systemic Inputs 
NOTE: Time 1 represents the beginning of therapy; Time 2 is 
as therapy progresses. 
Figure 5. Second Order Cybernetic Model of 
Family Therapy 
In the diagrams, the idea of a separate team infusing 
a therapist with a systemic hypothesis who infuses the 
family with a systemic intervention in order to bring about 
a restructuring of the system or a change in behavior 
(Figure 4.) is replaced with a model (Figure 5) where the 
therapist and family begin to co-influence each other while 
simultaneously the team is influencing the therapist. 
Here, the family's reality and the team's reality begin to 
interact. In this way, a new therapeutic reality is co¬ 
created which allows the therapy system to become influen¬ 
tial. This model is closer to a Maturana influenced, Karl 
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Toiran model of therapy where the therapy system enters into 
a structural coupling with the family system, perturbating 
it in such a way that the family system's structure is sti¬ 
mulated to change itself. 
As discussed in Chapter III, the family therapy 
training literature has focused a great deal of attention 
on training tools, techniques, and content of what should 
be taught. Howard Liddle's call for an isomorphism between 
training methods and training content has been answered 
only to a limited degree by the invention of new techniques 
for teaching the systemic epistemology. To be sure, these 
techniques have been quite productive. The use of the 
collaborative team, the approach of building systemic 
hypotheses with linear arcs contributed by individual 
members of the team, the use of treatment team observing 
team splits, and other training innovations have helped to 
incorporate the systemic epistemology into the training 
method. The level of system which training programs and 
the training literature has little dealt with is that of 
the larger system context, and how what is perceived as 
discreet units of learning get brought back into the back 
home system. 
In family therapy training, the old model of concep¬ 
tualizing training might be diagrammed as in the following 
diagram: 
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Theory 
^ v. 
' TRAINING INSTITUTE 
1 
TRAINEE/THERAPIST 
i 
WORK SITE 
Figure 6. First Order Cybernetic Model of Family 
Therapy Training 
In Figure 6., the inflow of information is viewed as 
unidirectional. The Training Institute acts upon the 
Trainee who has sought training. The trainee, then, 
returns to their work site and acts upon them, in a direct 
manner, or a strategic manner. With enough cleverness, 
power, fortune, or perseverence, the trainee will prevail 
and the agency will begin to shift their way of doing 
■therapy or conceptualizing cases. If the Trainee does not 
prevail, then he/she may be ostracized, may go underground, 
may discard their new found knowledge, or may leave for a 
more compatible work site. In the chance that the agency 
does begin to change to a more systemic way of doing 
therapy, the problem of systemic versus linear thinking is 
simply transposed to the next level of the system—the 
larger system surrounding the agency. Typically, then, the 
clinic begins to enter into battles with their referring 
sources and other human service agencies as to how a case 
246 
is best approached, who should be seen in treatment, and 
how a case is managed. The task of change then gets re¬ 
defined as the agency needing to educate the other agencies 
as to a more correct, a more systemic, a more family 
context oriented approach. 
The Milan Team, early in the history of their 
training program, became aware of the flaw in this approach 
to the conceptualization of training, and attribute their 
move to second order cybernetic thinking in large part to 
what they learned from the feedback from their trainees. 
As discussed in Chapter III, they realized that a training 
program in systemic thinking had to place an emphasis on 
the analysis of context, both to be effective as a training 
program and to be more consistent with the epistemological 
model which they were trying to articulate. However, as a 
private institute, they struggled with the best way to do 
that. They abandoned their attempts to move the training 
into the public sector, (see the Modena training experi¬ 
ment, as discussed in Chapter III) and chose instead to set 
aside a part of their training program to the analysis of 
context. Every other training session, one half of the 
seminar portion of their training was reserved for the 
presentation of case situations by the trainees, wherein 
the trainee would present a situation from their back home 
setting, describing not only the clinical case and the 
presenting pathology, but also the context within which 
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they worked, the referring sources, other people involved 
in the case and their relationship to each other. The case 
was then analyzed not for its clinical content, but for its 
contextual content. The trainee and fellow students would 
study what effects the interrelationships within the agency 
and interagency politics had on the workings of the case, 
w^-th particular emphasis on what those work place realities 
said about how the trainee should work with the case in a 
context conscious manner. 
In theory, this approach was indeed an attempt to 
address the question of the effects of training on the 
trainee's system, both methodologically and practically. 
In practice, this was less successful than was hoped, as 
its purpose was never quite fully understood by students of 
the Milan training, and common complaints about these case 
presentations seemed to be that the trainee never walked 
way knowing what they should do with the family, hence 
would be prone to frustration and confusion about what all 
of this had to do with therapy. 
Private institute training would seem to be prone to 
this problem, as the definition of the working method is 
more likely to be defined by the institute, based on theo¬ 
retical orthodoxy and stylistic or methodological prefer¬ 
ences. The choice of case seen in a private institute, 
will necessarily be affected by the private context, and 
may not be similar to cases seen within the public con- 
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text, nor might it be possible to treat them with the same 
methodology as would be available to the trainee in the pub¬ 
lic sector. Boscolo and Cecchin give a clear example of 
this dilemma in their anecdote of the school psychologist 
trainee who nearly lost his job when he attempted a Milan 
intervention of prescribing a school phobic's symptoms 
(Boscolo & Cecchin, 1982) . 
The diagram in Figure 7 below illustrates the way in 
which the private family therapy institute can make their 
training more cybernetically coherent. This diagram can be 
read this way. The Institute trains the trainee in methods 
and theory which are based on the Institute's own experi¬ 
ence and preference. While the trainees are learning, they 
bring back the training into their back home work site and 
receive feed about their efforts. This information is then 
fed back to the institute by way of the trainees. The 
Systemic Theory 
INSTITUTE TRAINEE WORKSITE SYSTEM 
Practical Realities of the Field 
pj_gure 7 • Private Institute Training. 
Flow of Feedback 
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institute can then modify its training content to adjust to 
the trainee's feedback. The success of this reflexive modi¬ 
fication is based on a number of intervening variables. 
Each arrow in the diagram, like the child's game of tele- 
represents a weak link where distortion or errors 
can occur. What the trainee receives in training is going 
to be affected by the efficacy of the training methods and 
the ability of the student to learn. What the student 
transfers to his/her back home site is determined in part 
by how well the student has learned, how able they are to 
generalize to a new context and a new case, and how the 
relationship between the trainee and the work site allows 
the worksite to be receptive of new imput. In turn, the 
feedback which returns to the training institute from the 
worksite is dependent on the trainee's willingness and 
ability to read and communicate the feedback back to the 
training institute, and the institute's willingness and 
ability to hear it and understand the context from whence 
it comes. As the Milan Training experience indicates, this 
constructing a feedback loop of this nature is tenuous at 
best, and can create distortions in the transference of 
feedback to the extent that the cybernetic loop is only 
nominally reflexive. 
Closing the Cybernetic Loop of Training. The results 
of this study suggests an alternative model for training 
which has some advantages in allowing a better cybernetic 
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flow of information, and which can also alleviate some of 
the problem of bringing the training back to the work 
site. Training institutes which operate in the public 
mental health sector, such as the Lawrence program, the 
Lynn program, the Crossroads program, and others, have an 
advantage in that there is a shorter distance between the 
training context and the back home reality for public 
mental health trainees. This reduces the chance that the 
cybernetic loop can be left unclosed or can become dis¬ 
torted. Because the training site is within the public 
system, it has to be made to work with the public system 
cases and with the public system's political realities. 
Not only does the training better fit the experience which 
the public system trainees will find, but the strategies 
for how to adapt theory to the practical reality are 
modeled during the training by the intructors. 
WORK SYSTEM/INSTITUTE TRAINEE WORK SITE/WORK SYSTEM 
Figure 8 . Public Institute Training: Closing the 
Cybernetic Loop 
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The diagram in Figure 8 illustrates the cybernetic 
loop of training within the public sector for public sector 
training institutes. In this diagram, the cybernetic loop 
is closed. Training theory and methodology is informed by 
the public sector context within which the training oc¬ 
curs. The trainee learns within that context, and brings 
the training back to their work site, where the trans- 
ferrability of method to the work context may be simpli¬ 
fied. In the return, since the public setting in which the 
trainee works is also connected to the training system, 
(either directly if it is in the same catchment area, or 
indirectly if it replicates the public services situation 
but in another area), there are two loops: one from the 
trainee, and one from the larger system connection. The 
training institute then can adjust and learn from the 
feedback loops that come both from the trainee and from the 
t 
larger system context. 
In the Lawrence program, there is an added factor 
which closes the cybernetic loop of training even more. 
Because of its idiosyncratic structure, the Lawrence 
Training Program finds itself having to be even more con¬ 
scious of how the systemic model is fit into the larger 
system. As will be recalled from Chapter IV, the Lawrence 
program's organizational structure is such that it func¬ 
tions as a separate entity but as a guest of its two host 
agencies. This means that although organizationally it 
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does not have to report to and be responsible to the host 
agency, politically and by mutual contract it has to be 
cjui-te sensitive to maintain the best relations with their 
host staffs, as well as the other agencies which interact 
with the host sites. In addition, the Lawrence Program's 
training curriculum and methodology is informed by its adap¬ 
tation to two different contexts, as there are two unre¬ 
lated agencies which act as host training sites. Context 
related issues therefore become an integral part of the 
training not only in the abstract of case presentation, but 
through the shared experience of trainees and trainers in 
the training process. This insures a far greater degree of 
"isomorphic continuity" among components in the ecosystem 
because it happens simultaneously at the trainee level and 
at the institutional level in the training/ therapy that is 
used by the Lawrence Program as a vehicle for learning. 
Looking at the cybernetics of the training in this 
way, and the cybernetics of the Lawrence --raining model it¬ 
self, provides an explicatory schema for why the context 
disturbing effects of training did not appear to the degree 
which a reading the family therapy training literature pre¬ 
dicted. This hypothesis is advanced as an alternative ex¬ 
planation to why this study found very few such effects. 
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IV. A Discussion of Methodological Considerations 
One major purpose of this present study was to explore 
what methodology might be most useful in an examination of 
the effects of training on a trainee and the ecosystemic ef¬ 
fects on their work site. Prior studies had fallen into 
two categories. Empirically oriented studies, such as the 
Draper and Lang (1985) study, had relied on trainee self 
reports. The Italian studies, like the Covini, et al. 
(1984), Fruggeri, et al. (1985), and Castellucci, et al. 
(1985), had all been longitudinal studies where the exami¬ 
ners were reporting on the effects of their own field mani¬ 
pulations, often leading to a confusion of multiple roles. 
This study had attempted to introduce two new elements 
to the study of the effects of training. The first is the 
open ended questionnaire format combining a systemic model 
of circular questioning with traditional close-ended infor¬ 
mational questions. The second element was the follow-up 
interview which sought the different perspectives from 
other members of the work system. 
The results indicate mixed success with these tech¬ 
niques. The major drawback of the open-ended questionnaire 
was its length. It appears probable that the poor response 
rate (about 50%) was due in large part to the length and 
complexity of the questions and format. 
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A second problem with the open-ended questionnaire 
format was that it provided voluminous amounts of quali¬ 
tative information which was not easily quantifiable. In a 
sense, this weakness was also its strength. In that it 
allowed each respondent to be rather specific in telling 
their own story, it did give a rather clear and often 
detailed picture of what it was like for the trainee to 
introduce the training within the work site. The reduction 
of the open ended effects of training data can form the 
basis for a futher multiple choice, or rated answer ques¬ 
tionnaire, using the arrays of responses as choices for 
future questionnaire items. 
One extremely useful aspect of the open ended quality 
of the questionnaire was that it allowed the researcher an 
understanding of the degree to which the trainee had 
absorbed various key concepts of a Milan Systemic model in 
their thinking, and had incorporated it into their work. 
Particularly, it was useful in obtaining a reading of how 
the trainees were able to utilize a reflexive awareness of 
self-in-context in their assessment of the impact of their 
training on their agencies. It was interesting to note 
that the raters were pleasantly surprised at the responses 
from some trainees who demonstrated a much more sensitive 
understanding of themselves within their system than the 
trainers had been able to observe at the end of training. 
The circular question format of some of the questions 
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did not appear to produce a clear sense of differences or 
relational maps by which insight could be gained as to the 
trainee's relationship to the politics of the work site. 
The one most extensive attempt to gather different pers¬ 
pectives as to the perception of increased effectiveness, 
(Questions #20-24), yielded very little relational 
information. 
The circular questioning format, however, as incor¬ 
porated into the interview questions did yield some inte¬ 
resting information. The interviews of colleagues and 
supervisors, although simple and short, yielded some 
fascinating insights into how different people within an 
agency attribute different meanings to the same events. An 
illustrative case in point was how the perception of res¬ 
pondent Si8 described his own introduction of systemic 
ideas into his agency while his colleague and supervisor 
viewed systemic thinking in the agency as having pre-dated 
this trainee's training experience. 
The circular format of the questions also helped to 
provide corroborating information about whether the trainee 
was perceived by others as having stayed within his/her 
role in the agency while introducing new ideas. In 
addition, this questioning format provided interesting data 
to support the hypothesis that the trainee's ability to 
remain coherent to their role was correlated to the' non¬ 
context disturbing, work site enhancing effect of the 
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training on the work site. 
The methodological implications for this finding are 
significant. It is clear that by trainee self-reports 
alone, a full picture of what effects are felt by the eco¬ 
system cannot be accurately obtained. Future studies of 
the effects of training should find a way of incorporating 
the perspectives of others within the system besides the 
trainee. 
One final word about the interview portion of this 
study. Since this study was examining the effects of 
training on a system, it is reasonable to consider whether 
more or better information could have been obtained if the 
interviews were conducted with all three participants in 
the room: the trainee, the colleague, and the supervisor. 
Theoretically, having the three positions present in the 
room simultaneously may have produced some informationn 
about interactions between the three, and hence some 
insights as to how the system operates. This approach was 
rejected for a variety of reasons. Some were pragmatic; 
the likelihood of scheduling an interview with three 
clinicians and a researcher at the same time was seen as 
extremely difficult. But another major reason for 
rejecting a conjoint interview was that it was felt by this 
researcher, that the interview process created a context 
which was artificial and out of the ordinary for that 
system. The interactions and the interactional reality 
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which would be co-created would provide little information 
as to how these three people would actually interact in 
their work setting. There is a difference between the 
application of a systemic methodology to examine a system 
whose reality is co-created through extensive history, such 
as a family, and the examination of a system with re¬ 
latively little history and interactions prescribed around 
a limited set of role functions, such as a work system. 
For these reasons, it was thought that more information and 
more interesting information could be obtained by inter¬ 
viewing people separately to find out their perspectives 
without being influenced by each other's presence. The 
differences in perceptions would provide speculative 
information which could then lead to testable hypotheses. 
Perhaps a more ideal study would be one where such 
information is then supplemented with direct observations 
of interactions on site, say by observing a clinical staff 
meeting, an intake meeting, or a case consultation meeting. 
Although this would be experimentally desirable, it intro¬ 
duces a far more time consuming procedure and one in which 
practical problems, such as confidentiality, scheduling, 
and experimental influence, increase in complexity. 
A summary, recommendations for future research and 
some concluding thoughts are offered in the next chapter. 
CHAPTER VIII 
SUMMARY AND CONCLUSIONS 
This summary and conclusion will do the following: 
1) it will review the rationale for this study, 2) it will 
compare the results of this study with what was predicted 
in the literature and offer some speculations about the 
reasons for the discrepancy between the results and what 
had been discussed in the literature, 3) it will review the 
clinical and training implications of these results, and 
finally, will suggest the direction and methodology of 
future studies. 
The purpose of this study was to address some of the 
questions involved in the problem of re-entry for the stu¬ 
dent into their work site after family therapy training. 
A review of the family therapy and family therapy training 
literature had indicated that very few studies had been 
done to illuminate the question of re-entry, yet specu- 
lations and indications from attempts to introduce family 
therapy as a treatment modality into agencies pointed to 
the probability that such training, when brought back to 
the home agency, would create a clash of clinical methods 
and other context disturbing effects. It was particularly 
surprising, given this assumption by the family therapy 
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wr-'-*:ers' that no systematic studies were undertaken in this 
country to address the effects of family therapy training 
on the trainee and their work site. 
A few studies were reviewed which were done in Europe 
and address the larger system question of what happens to 
the trainee's work system. The Italian studies were longi¬ 
tudinal in nature, and involved a self-examination of the 
process of change in institutions within which the resear¬ 
chers were working. One study, done in England utilizing 
self-reports of trainees, did look at the effects of the 
training on the work site, and tentatively concluded that 
trainees had a beneficial impact on their work sites and 
larger systems. 
The present study was undertaken both to begin to ad¬ 
dress the question of the effects of training on the work 
site, as well as to begin to explore the development of a 
more cybernetic model for training and for the evaluation 
of training. 
Although clearly the results of this study are ten¬ 
tative and not meant to be empirically conclusive, there is 
strong evidence gathering that the early gloomy predictions 
of incompatability between family systems models and tradi¬ 
tional orientations to therapy are no longer holding ac¬ 
curate. Based on these early incompatibility assumptions, 
Liddle and others predicted that training in family therapy 
would of necessity produce context disturbing effects m 
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the back home agency. This study has indicated otherwise. 
There are many possible reasons for this. One is that 
the passage of time between those predictions and the con¬ 
duct of this study has so changed the prevailing clinical 
landscape that family systems therapy is as common as other 
approaches. Although in large degree this may be the case, 
as family systems models have become a more common form of 
treatment, this alone cannot account for the differences in 
such a short period of time. 
A second reason may be found in the change in the 
theory of family therapy models. The early models viewed 
the family system from a separate position, and sought to 
influence it through manipulations of structure, boun¬ 
daries, sequences of behaviors, communications patterns, 
and insights. This separateness of the therapist from the 
family system led to the invention of many techniques and 
cookbook—1 ike recipes for how to work with families. This 
stance seems to have abetted the schism between traditional 
therapists and family therapists, as the former saw the lat 
ter as gimmicky, manipulative, and pompous, while the fa¬ 
mily therapists remained convinced of their new-found su¬ 
perior method. The off-the-cuff report of the supervisor 
interviewed in this study is a clear example of that 
schism. She reported that when she worked in a mental 
health clinic in an affluent suburb of Boston until 1983, 
the division between the family therapy proponents and the 
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psychodynamic proponents was pervasive and heated. 
Family therapists like Jay Haley did not aid in 
healing that schism, holding to the view that only by 
gaining control of all the aspects of a case could the 
family therapist have any effect on making systemic 
change. This view was not only unrealistic in seeking to 
create the "ideal" context for systemic therapy, but it was 
also implicitly insulting and de-valuing of other clini¬ 
cians, case workers, and helpers. 
Unwittingly, the family therapy pioneers, while 
attempting to articulate a new, circular, and non-dualistic 
theory of human relations for use in family treatment, fell 
into the trap of dualistic and lineal-causal thinking in 
their efforts to convince their traditionally trained 
colleagues. The concept of "context disturbing effects" is 
a linear and dualistic one. It presumes that the systemic 
trainee and the work site are necessarily in a theoretical 
opposition, and that the introduction of systemic 
information by the trainee will cause a disruption in the 
homeostatic balance within the work institution. This 
study provides an indication that it may have been that 
belief in itself which reinforced the dualism between 
systemic and non-systemic approaches and created the very 
effect that it predicted. It has taken the family therapy 
field a while to begin to re-examine its own position 
within the larger clinical field and begin to apply a 
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systemic analysis to the macro-levels of human relations. 
The move toward second-order cybernetic models of 
therapy was not only a move toward a model which was more 
consistent with the systemic writings of Bateson, but it 
also led to a more realistic appraisal of the therapist's 
position within the change process. Second order 
cybernetic models such as the Milan Model forced the 
therapist to become aware of the context and the self in 
relation to the family system and all other systems around 
the problem. The Milan clinicians and the Italian 
researchers and clinicians who followed them, established a 
pattern for the new therapy by insisting on a constant self- 
evaluation within the process of therapy. This reflexive 
and context-sensitive position was taught explicitly in 
their training program. 
The Lawrence Program also taught this same sort of 
reflexive awareness of self—and—context and self—in—context 
both explicitly and implicitly, and isomorphically at many 
levels: the family therapy level, the trainee-trainer 
interactional level, the training group-host agency level, 
the team-other professionals interactional level, and so 
on. The Program's instructors were aware of the critical 
importance of this concept and the difficulty in teaching 
it. For this reason, every attempt was made, in the 
process of training, to model the self-in-context analysis 
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and the reading of feedback in every interaction with re¬ 
ferring sources and other professionals. More importantly, 
the instructors were keenly aware of the need to model an 
attitude of systemic neutrality in the acceptance of the 
positions and perspectives of other clinicians involved in 
the training cases, even when these clinicians appeared to 
impede the progress of a case. 
Although this was not always an easy thing to 
accomplish, the instructors were able to mutually reinforce 
this modeling of neutral attitudes in bi-weekly peer 
supervision meetings. In those meetings, the emphasis was 
placed on seeking ways in which to maintain an isomorphic 
consistency between the content level of teaching and the 
level of modeled action in order to most effectively impart 
to the student the concept being taught. This is similar 
to the isomorphism between the teaching method and theory 
described by Howard Liddle and dicussed in Chapter III. 
Its effectiveness has been shown also by Roose, in her 
study of the use of conscious modeling in teacher education 
courses (Roose, 1985). In that study , Roose interviewed 
students and instructors of a teacher education course and 
found that students learned best when the instructors 
modeled the teaching constructs they were trying to teach. 
The implicit teaching-through-modeling practiced by 
the Lawrence instructors, then, may be another factor which 
helps explain the degree to which the trainees' responses 
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exhibited reflexive and context-sensitive awareness. In 
turn, the trainees' embodiment of this sort of attitude in 
their work and work site relationships may have contributed 
to the findings of context enhancing effects of training. 
A final reason for this study's findings of context 
enhancement versus the predicted context disturbance has to 
do with the cybernetic nature of the Lawrence Training 
Program's structure. A model was advanced in the previous 
chapter for the conceptualization of the ecosystemic 
components of cybernetically consistent training programs. 
The question of re-entry of the trainee must be addressed 
within the context or the structure of the training in 
order to not only facilitate the re-entry for the trainee, 
but also to help larger systems make a growthful change to 
incorporate existing models/clinical approaches with new 
models/approaches being introduced by the trainee. A 
training model which does not have a built in feedback 
mechanism for self adjustment to the external larger system 
realities, will not grow itself and certainly cannot hope 
to gain acceptance within the larger system. 
The Lawrence Training Program, by virtue of its 
location within the larger system, is in a position to 
model for the students the very process of reading feedback 
and adjusting to external stimuli that it theoretically and 
methodologically attempts to teach. It is surmised that 
all training programs in family systems therapy which are 
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located within the public system will have this structural 
advantage in teaching their trainees about re-entry. Other 
programs could do the same by explicitly addressing the 
issue within the training, as the Milan Program attempts to 
do with its context oriented case presentations. 
Whether addressed explicitly through the content of 
training, implicitly through isomorphic consistency or 
modelling, or both, study has indicated that the 
development of a reflexive context-sensitive awareness in 
the trainees was a significant factor in the ease with 
which trainees were able to incorporate the training into 
their work site in a manner which was perceived as 
enhancing by their peers. 
In conclusion, the results of this study suggest that 
what has been termed the family therapy revolution in the 
clinical field is in fact still in evolution. As 
clinicians and social scientists, we tend to understand new 
principles through an evolutionary process. In the 
beginning, we understand and apply these principles to the 
smaller units we observe and work with. Later we enlarge 
that field of vision and application to the larger units 
within which the smaller units reside. Only in the later 
stages of understanding do we begin to apply this knowledge 
to ourselves within the ecosystem. 
The family therapy "revolutionaries" in the beginning 
applied systemic principles first to diadic interactions 
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then to the family units they saw in therapy. in so 
they encountered what they perceived to be inertia 
from their clinical colleagues to their new ideas and 
working methods. This led them to begin to address the 
larger system as a system needing change. They set upon 
doing this through teaching programs in family therapy, 
through the establishment of family treatment programs 
within clinics, and through other forums of clinical 
exchange such as publications and conferences. Only as a 
last step in this evolutionary process has the idea dawned 
that these systemic principles apply to us as the observing 
systems as well as to the systems which we observe and try 
to change. The next step in the application of this new 
understanding is to begin to evaluate ourselves as systemic 
practitioners and trainers in the larger context within 
which we operate in order to complete the ecosystemic 
picture. 
The present study has begun this process of evaluation 
by exploring the issues and questions involved in the 
reflexive relationship between training programs in family 
therapy and the larger system, as well as by suggesting a 
methodology for future explorations in this area. Future 
studies should expand this analysis to determine what 
effects systemic therapy and systemic therapy training has 
on the clinical field and to inform future trainers to make 
training more responsive to the realities of our clinical, 
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social, and political ecosystem. In this way training and 
its evaluation can contribute to the maturation process of 
family systems theory and practice. 
APPENDIX A 
LETTER INTRODUCING STUDY 
January, 1987 
Dear Former Extern: 
Enclosed you will find a questionnaire which Is part of a atudy I 
am conducting for my doctoral dissertation. The atudy is meant to 
assess the effects of family systems therapy training on the graduate, 
his or her clinical work, and on the extern's place of work. 
There are two parts to the study. The first part is this 
questionnaire, the second part will be a more in-depth case atudy of 
the effects of the training and will involve a series of interviews. 
As this is only an exploratory study, I will not need all respondents 
to participate in the second part of the study. However, it is very 
important for the significance of the study that I get as many of the 
9y®§Si2DQ§iESS back as possible. 
I realize that the questionnaire la somewhat long and involves 
some thought, but from my trial sample respondents I was told that some 
of the questions are thought provoking and useful for an assessment of 
one's own work situation. If you find that you are less likely to 
complete it if you are thorough about it, I would Just as soon that you 
be less thorough and finish and return it than have it not returned in 
a timely way. My dissertation committee is pressuring me to be done 
speedily with my doctoral dissertation, and I too would like to finish 
as soon as I can. 
Of course, your participation is entirely voluntary, but I would 
be eternally grateful to you if you did complete and return the 
questionnaire, and considered the possibility of participating in the 
second part of the atudy. The following page is an Informed Consent 
form which explains what this letter has already told you. If you 
agree to answer the questionnaire you must sign and return the consent 
form along with it in order for me to comply with the Human Subjects 
Review Board's requirements for research. 
My sincerest thanks to you for your time and your consideration. 
Yours, 
Sergio Pirrotta 
OLD LIBRARY PROFESSIONAL BUILDING 
190 Hampshire Street • Lawrence. MA 01840 • Telephone 617-685-6609 
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APPENDIX B 
INFORMED CONSENT FOR STUDY PARTICIPATION 
INFORMED CONSENT FOR STUDY PORT ICI PAT I ON 
The enclosed questionnaire is part of a study which I «rn doing for 
my doctoral dissertation. It is an evaluation of the effects of the 
training you received in family systems therapy in the Greater Lawrence 
Training Institute’s Externship Training Program. I am interested in 
examining the effects of the training on yourself, your work, and your 
work site. 
This study is exploratory, and will be used to better understand 
how systemic therapy training impacts one’s work in clinical settings, 
so as to improve the way we approach the process of systemic training. 
The study is in two parts. The following questionnaire is the 
first part. If you volunteer to participate, I ask that you complete 
the questionnaire and return it to me in the enclosed stamped envelope. 
It-should take from one to two hours to complete, and all responses 
will be kept confidential. 
At the end of the questionnaire, the second phase of the study 
will be described and you will be asked if you are willing to 
participate in that second phase. The second phase is a more in-depth 
"case study" of the way in which your training has impacted your work. 
That part will take about 1 l/£ hours at a later date. 
Participat ion in this study is completely voluntary. Responding 
to the questionnaire in no way obligates you to participate in the 
second phase of the study. 
I sincerely hope you will agree to participate by responding to 
the questionnaire, and I thank you for your time. If you have any 
questions, please call me at the number below. 
SIGN OFF 
"I have read and understood the above description, and I agree to 
participate in the first part of the study by returning this completed 
questionnaire" 
Please sign 
Please print your name 
Name of Researcher: Sergio Pirrotta, LCSW, EdD <ABD> 
c/o The Greater Lawrence Training Institut 
The Old Library Professional Building 
ISO Hampshire Street 
Lawrence, MA U1S4C) 
Phone: (Ft 7) £05—£©09 
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APPENDIX C 
INFORMED CONSENT AND SIGN-UP FOR FOLLOW-UP STUDY 
THE SECOND PHASE OF THE RESEARCH 
The second phase of the research involves three parts: 
1) 
The first is an interview with you about your post traininn 
ZTlItT the °f the - your irl 
work site. This interview will be scheduled at your 
;//hour,.1 ace of work c,r eisewhere’ 
I will also ask you to identify a colleague within your olace 
of work, who in your judgement best could speak to y.-„,r worn 
within the agency and the effects on your clinical work nnt.d 
as a result of your training. This interview should last about 
one hour. 
3) I will also ask you for permission to interview your supervisor 
about the effects of the training on your work within the 
agency. This interview will be similar to the one described 
above, and should also last about one hour. 
I will be audio taping all three interviews for my own record. 
All responses will be kept confidential unless I am specifically 
authorized by each respondent to share the information with the others. 
If it is so requested, I will be happy to sit down with you and discuss 
the responses and the research, but only after the study is completed. 
If you are willing to volunteer yourself and your site to 
participate in this second phase of the study, or if you wish to know 
more about this before you decide, please check the space below, and 
fill in the information requested. By checking this space, you are not 
obligating yourself to anything. I will contact you and answer any 
questions before I will ask you to commit yourself to anything. 
Check here if you are willing to be considered as a part 
of the second phase of this study as described above, then 
please fill in the following information:. 
Your name _ 
Name and Address of Work Site 
Phone # at home _ 
Best times to be reached there 
Phone # at work _ 
Best times to be reached there 
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APPENDIX D 
QUESTIONNAIRE ON THE EFFECTS OF TRAINING 
1. Professional discipline (please check one): 
_ Social work _ Psychiatric nursing 
_ Psychology _ Rehabilitation 
_ Psychiatry _ Expressive Therapy 
_ Pastoral counseling _ Occupational therapy 
_ Other (please specify) 
2. What is (are) your clinical degree(s)? 
3. Years of post-graduate clinical experience. Please round 
off to nearest whole year, ie. less than 6 months round 
down, and 6 months or more, round up. 
Years of post graduate clinical experience. 
4. What is your present job? Give your job title and 
briefly describe it. 
5. What was your job before the training? Please describe 
briefly. 
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6. If you changed jobs, did the training have anything to do 
with the change? Please explain. 
7. Briefly describe your current place of work. For example 
private adult inpatient unit, or adolescent psycho- 
educational day program. If you work in more than one 
place, describe both and specify which is the primary 
site, the secondary, tertiary and so on. 
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8. Regardless of whether you have changed jobs or not, 
please indicate your typical work activities and 
approximate hours of each in a typical week. Use the 
hand column for your work situation before you took 
the training and the right hand column for your work 
situation presently. Use NA where not applicable and the 
space provided if you wish to explain further. 
PLEASE FEEL FREE JUST TO ESTIMATE TIME 
BEFORE 
TRAINING 
a 
ACTIVITY 
Individual therapy 
Family therapy 
Couples therapy 
AS OF THE 
PRESENT 
d. Group therapy 
(Use space for 
explanation) 
e. Case management, case 
coordination. 
f. Supervising others 
g. Receiving training or 
supervision 
h. Case related paperwork 
i. Administrative duties 
j. In-house staff meetings 
k. Providing training or 
consultation to others 
l. Community organization 
m. Other (please explain) 
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9. On a more informal basis, are you asked for supervision, 
consultation, or case advice by colleagues, subordinates, 
or others within your work setting? Does this happen 
more often, less often, or about as often now as before 
you received the training? Please comment. 
10. What were the most notable effects of the training on 
your clinical work? Give examples if appropriate. 
11. Please comment on how your clinical work is similar and 
how it is dissimilar to the working method taught during 
the training. Give examples were appropriate. 
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12. During your training, do you remember instances when you 
felt aware of differences between the way your training 
supervisor was approaching a clinical problem versus how 
your work supervisor or work colleagues would concep¬ 
tualize a case or the treatment process. Please 
describe such an instance, how you felt, and how you 
dealt with it. 
/ 
13. Are you conscious of having tried to change how people 
in your agency conceptualize their clinical work or 
approach their cases to make it more compatible to what 
you learned about systemic approaches to treatment? If 
so, please explain how you tried and with what success. 
If not please explain why you chose not to try. 
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14. Regardless of whether you tried or not (see question 
#13) , do you feel you had an impact on how people in 
your work site think clinically? Was you impact more on 
supervisors, colleagues, subordinates, referring 
sources, the client public? 
15. if you were to do it over again, how would you change 
your approach to how you brought the training back to 
your work setting? 
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16. What were ths most notable offsets (positivs or 
negative) on yourself, your work, and your work setting, 
which you judge to be attributable in some way to the 
training you received. 
a) On yourself: 
b) On your work: 
c) on your work site: 
17. What were your expectations when you first came to seek 
the training? How did these expectations change? Which 
of these expectations were met and which were not? 
Which of the ones not met do you regret the most? 
18. Have you noticed any difference in your feelings about 
you clinical work and your job since the training?Please 
comment. 
19. Since your training, have you come to understand your 
own work system any differently? Please comment. 
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20. Do you think that your effectiveness as a clinician has 
changed since the training? Please comment. 
21. Do you think your colleagues would think that your 
clinical effectiveness has improved since your training? 
22. Do you think your supervisor would think your clinical 
effectiveness has improved since your training? 
23. Do you think that your clients would think that your 
clinical effectiveness would have improved since your 
training? 
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24. If your answers to Questions #20, #21, #22, and #23 are 
different, please comment on the difference in 
perceptions. 
25. How do you think your client's attitude toward you as a 
therapist or the process of therapy might be different 
now than before you took the training? 
26. What question didn't I ask that I should have asked 
about the effects of your training? 
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27. Please feel free to make any other comments about your 
training, its effects on you, your work, and your work 
environment. 
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THANK YOU FOR ANSWERING THESE QUESTIONS. 
There ie a second part to thia study which will be a more in-depth 
analysis of the effects of the training on a trainee's work and work 
setting. Because thia is only an exploratory study, it will not be 
necessary for all respondents to participate in the second part of the 
study. However, I would appreciate it if you would consider 
oarticipating. Please read the description on the following page 
carefully, and then decide whether you might be willing to volunteer 
yourself and your work site to be part of this second phase of 
study. 
PLEASE TURN TO THE NEXT PAGE 
APPENDIX E 
FOLLOW-UP INTERVIEW PROTOCOL 
INTERVIEW PROCEDURE 
COLLEAGUE/SUPERVISOR 
Introduce purpose of study. Informed consent. Permission to taoe (if 
jpriate). Ask for questions. aporot 
Question 
1. Were you aware that-took part in a family therapy externship 
in 13Q ? Has he/she talked to you about it? 
£• If you had not been told that he/she was taking such a course, could 
you have been able to tell at the time from now the S talked about 
cases differently, did their clinical work differently, or any other 
noticeable change? 
.i. What would you say were the most notable effects of this training on 
S from what you have seen or can see? 
Any negative effects on him/her that you have seen? 
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A. Do you notice that S thinks differently conceptualizes cases oifferentiy, or 
consistently brings up a different perspective in case discussions tnan tnat of 
other clinicians in your agency? 
Does this happen more, less or as often as it did before ne/sne received tne 
training? 
What effects does this have on other staff? Is it accepted, respectec, 
ignored, ridiculed, understood or misunderstood, agreed with or oisagreea witn"* 
5. Has S’s training had any visible impact on your agency"* 
On others in your agency, for example in how they might thinx. about cases 
or seeing rootle families? 
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6. Preliminary research suggests that when one person brings oacw tutu- 
training in family therapy it can have one of several effects on tns agency. 
a. It can be context enhancing, where others, ana tne agency is ooeniy 
affected in positive ways. 
b. It can be context disturbing, where others perceive tne new iaeas as 
clashing or inconsistent with the existing ideas in tne agency. 
c. Or it can have either a neutral effect. 
It is also possible that it begins by having one effect, ana encs oy 
having another. Which of these options most closely aescnbes wnat nappeneo 
within your agency? 
7. When S brought the training back to your agency bow 
from other people who have brought back their training 
to the agency. 
was tnis 
in other 
any oifferent 
mocaiities aacx 
0. Preliminary recite of my study on 
training literature describe, as cent.»t d isitung nave ary irs.gnt 
r. - — was 
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9- If were to do it over again, arid were to come to you for advice, 
knowing now what you know about the effects of the training on him/her and 
the agency, would you advise him/her to take this training, or to ta^e a 
different kind of training. Please answer from two prespect1ves i one from 
the point of view of advice to him/her for their own benefit; ana secor.aiy 
from the point of view of the agency. 
APPENDIX F 
INFORMED CONSENT FOR INTERVIEW PARTICIPATION 
INFORMED CONSENT FOR INTERVIEW PARTICIPANT 
Please read and sign if you are willing to participate 
in the described study. If you have any questions, please 
feel free to ask the interviewer. 
D ^ ^ iption and Explanat ion of Procedure. 
Sergio Pirrotta, a doctoral candidate in Counseling 
Psychology at the-University of Massachusetts at Amherst, is 
conducting a study of the effects of family systems training 
on the clinical work of graduate clinicians in their own 
place of work. _is a graduate of a 
family systems training program and has agreed to be part of 
^hs study. In this study Mr. Pirrotta will conduct an 
interview with_to inquire about how his 
training has impacted his work within your agency. 
_ also identified you as a colleague/supervisor 
who is familiar with his/her work and could provide some 
information about the effects of their training on their 
work. As part of this study Mr. Pirrotta would like to 
conduct a 1/£ hour interview with you where he will ask you 
questions pertaining to this former trainee’s work within 
your agency. Anecdotal clinical examples which illustrate 
that work might be solicited, but the identity and 
identifiable details of the case will not be necessary and 
will not be solicited. All information obtained will remain 
strictly confidential. 
The interview may be audio taped so that Mr.Pirrotta can 
review the information for his research. If it is to be 
taped, a separate audio taping permission form will be given 
to you to sign. The information given by each participant 
will not be disclosed to the others. 
Risks and Discomforts: 
Every effort will be made to respect your rights and to 
protect you from any discomforting effects of these 
interviews. You may refuse to answer any question at any 
time, or chose to terminate your participat ion in the study. 
There are no questions in the interviewing procedure which 
are seen as causing any difficulties in the harmony of your 
work relationships. However, if you have any concerns about 
the possible ill effects of these interviews on your work 
relationships, please feel free to discuss this with the 
interviewer and, if necessary, withdraw from the study. 
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Confi^ent i.al.i t y: 
01l information received will remain confidential and be 
utilized for this research only. In order to safeguard con¬ 
fidentiality when reporting on the data, identifying 
information will be masked and names will be changed. It is 
possible, however, that due to the anecdotal nature of some 
of the questions, participants within your work site who 
chose to read the research results may be able to recognize 
the responses of their colleague. 
Potential Benefits: 
The long term benefit of this study is to better" 
understand how family systems therapy can be adapted to be 
useful in the sort of clinical work you do in your agency, 
and how training be changed to help clinicians utilize what 
they have learned most effectively. Although the primary 
purpose of the interview is to gather information, it is 
possible that an effect of this interview will be to help you 
and your colleagues bring into focus what the difficulties 
have been in transferring the knowledge from the trainee s 
training context to your work context. 
Consent: 
I have been satisfactorily informed about this study, 
its procedures and its possible risks and Refits I give 
permission to be interviewed, and to have Mr. - 
utilize this information in his study. I understand 
can mtthdram this consent at any time, and thereby 
discontinue my participation in this project,without^^^ ^ 
jeopard i z ir>g _ 
st udy. 
Please Sign 
THANK YOU 
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Audio Taping Permission 
I hereby give permission for Mr. Pirrotta to audio tape 
this interview for the purposes of his study on the e tec s 
of family systems training on trainee’s work. un ers 
+-Ka+- these taoes will be used for research only the 
confidentiality of their content will be maintained unless 
give written permission specifying otherwise. 
Please Sign 
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